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Treatment of Diabetic Patients 


Observations on the Use of Carbutamide and Tolbutamide 


STANFORD SPLITTER, M.D., FREDERICK R. BROWN, JR., M.D., 
ROGER W. FRISKEY, M.D., LOIS GRINDLE, R.N., and 
LAURANCE W. KINSELL, M.D., Oakland 


RECENT REPORTS have indicated that certain butyl 
sulfonylurea compounds, specifically carbutamide 
(BZ-55) and tolbutamide (Orinase®), differing 
chemically from each other only in the substitution 
of a methyl group on the benzene ring in the latter 
compound as compared to an amino group in the 
former, produce favorable modification in the dia- 
betic state in a high percentage of middleaged pa- 
tients with diabetes.'"!! The present report repre- 
sents observations in 32 such patients who have been 
observed in the outpatient department of the High- 
land Alameda County Hospital. 


Many of these patients were in the “noncoopera- 
tive” category; that is, they did not adhere to any 
dietary program. All of them had significant hyper- 
glycemia. Many were receiving appreciable amounts 
of insulin. 


Prior to administration of sulfonamide, insulin 
was discontinued gradually or abruptly. Ketonuria 
developed with discontinuance of insulin in only 
one of the patients studied. In the majority, hyper- 
glycemia varied in surprisingly slight degree from 
that noted during the period of insulin adminis- 
tration. 


From the Department of Medicine, and the Institute for Metabolic 
Research, Highland Alameda County Hospital, Oakland. 


Submitted August 20, 1956. 
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e Of a group of 32 patients with diabetes, 26 
had a favorable modification of the disease in 
response to administration of butyl-sulfonyl- 
urea. All but one of the patients who had good 
response were past the age of 38. All diabetic 
patients included in this group were those with 
little or no tendency to ketosis after cessation of 
insulin administration. No toxic manifestations 
were noted except for a slight decrease in leu- 
kocytes in one case. 


After a period of two weeks or less following 
discontinuance of insulin, sulfonamide administra- 
tion was begun in a dosage ranging from 0.5 to 4.0 
gm. daily. Subsequent dosage was increased or de- 
creased as indicated by the blood sugar response. 
The usual maintenance dose was 1 gm. daily. 

In addition to measurement of sugar in the blood 
and in the urine, the patients were also studied with 
regard to 24-hour iodine'*! uptake, and leukocyte 
and differential blood counts. 

The results of the study (extending over the 
period March to July, 1956) are shown in Table 1 
and Chart 1. Of this group of 32 patients, 26 or 81 
per cent showed a significant response to sulfona- 
mide therapy. Of the 26, 13 showed significant, but 
slight, response—i.e., a drop in the fasting blood 
sugar of less than 50 mg. per 100 cc.; nine mani- 
fested a moderate response, with a decrease in fast- 
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ing blood sugar of from 50 to 100 mg. per 100 cc.; 
and four had a decrease in fasting blood sugar of 
more than 100 mg. per 100 cc. 

There appeared to be no direct correlation be- 
tween presence or absence of obesity and degree of 
response. All the responsive patients, with the ex- 
ception of a 19-year-old obese girl (with diabetes 
of recent origin) were over the age of 38, the eldest 
being 77. Only four of the six male diabetic patients 
had a significant response. No obvious correlation 
existed between the duration of the diabetes or the 
amount or duration of insulin treatment. 

Tke effective blood levels of sulfonamide ranged 
from 4 to 14 mg. per 100 cc. 

Significant decrease in iodine’*! uptake has not 
been observed in patients in this group, thus far. 


Inhibition of iodine uptake, however, has been ob- 
served under other circumstances.5 Some apparent 
decrease in leukocytes was noted in one patient after 
six weeks of medication with carbutamide. No sub- 
jective toxicity appeared. The patient had had mod- 
erate leukopenia before sulfonamide therapy was 
instituted. 

Several patients appeared to have increased well 
being, diminished hunger, and, in some instances, 
weight loss, while not taking insulin and/or on sul- 
fonamide. This statement must be interpreted cau- 
tiously, inasmuch as these patients were receiving a 
large amount of medical attention, which may have 
had some psychotherapeutic value. 

2701 Fourteenth Avenue, Oakland 6. 
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Postmaturity Syndrome 


The Obstetrician's Role in Management 


ALLAN CAMPBELL BARNES, M.D., Cleveland 


THE RECENT EMPHASIS upon the postmaturity syn- 
drome in the newborn is valuable to the extent that 
it has redirected attention and interest toward one 
of the great sources of fetal wastage. During 1955 
this neonatal clinical entity was present in 2.2 per 
cent of the total deliveries on the obstetrical service 
of Western Reserve University School of Medicine, 
and in 10 per cent of these 2.2 per cent in which the 
diagnosis was made, the baby was a stillborn. Data 
cited by Gibson (Table 1) are even more significant 
and indicate that there is as great a hazard to being 
born three weeks late as to being born three weeks 
early. 

The expression postmaturity syndrome, however, 
is unfortunate to the extent that it confuses the issue 
with the obstetric problem of “post datism.” Actu- 
ally, in the so-called postmaturity syndrome the prob- 
lem is one of relative placental insufficiency, and 
this syndrome, together with its fetal wastage, may 
occur prior to the date of expected confinement or 
at the time of the date of expected confinement as 
well as in the patient who has gone beyond the 
calculated date. While in the majority of cases this 
entity appears at or past term, when the growing 
fetus outstrips the functional ability of the aging 
placenta, nevertheless it sometimes appears prior 
to term, and some maternal complications (notably 
chronic nephritis) have long been characteristically 
associated with it. The problem is one of the ade- 
quacy of the placenta to meet the demands of the 
fetus for food and oxygen, and when it is inade- 
quate, fetal distress and ultimate fetal loss will ensue. 

The resultant syndrome as seen in neonatal in- 
fants is familiar to all physicians. There is an ab- 
sence of vernix on the baby and also direct evidence 
of placental insufficiency—that is, the weight loss 
that has taken place and the indications of the 
passage of meconium. 

Stewart Clifford has divided the syndrome into 
stages. In the first stage the baby has an unstained 
skin but with loss of vernix, and there is evidence 
of malnutrition in the loss of subcutaneous fat and 
the wrinkling of the skin. In the second stage there 
is the loss of vernix and the evidence of malnutri- 


Guest Speaker’s Address: Presented before the Section on Obstetrics 
and Gynecology at the 85th Annual Session of the California Medical 
Association, Los Angeles, April 29 to May 2, 1956. 

From the Department of Obstetrics and Gynecology, Western 
Reserve University School of Medicine, Cleveland 6, Ohio. 
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e The obstetric problem of going past the date 
of expected confinement has no medical signifi- 
cance, provided the fetus in its demands does not 
outgrow placental capability. The problem of 
relative placental insufficiency, however, is a 
serious one with a total fetal wastage in the 
neighborhood of 15 per cent. 


Antepartum indications of such placental in- 
sufficiency have not yet been well documented. 
However, a decrease in the fundal measurements 
and particularly where associated with an other- 
wise unexplained loss of maternal weight has 
proved an ominous sign. 


In a study of application of reported criteria 
for determining when a patient is “fat term” by 
vaginal cytologic methods, the results were ap- 
proximately 75 per cent accurate. Cytologic 
studies when coupled with other physical findings 
may be of assistance in determining in which 
eases labor should be induced and in which the 
fetuses should be accorded the special attention 
that is demanded by the chronic state of low 
grade anoxia. 


tion, together with green meconium staining of the 
amniotic fluid and of the baby’s skin, cord and the 
membranes. In the third stage the evidence of mal- 
nutrition may be more severe and the skin is stained 
yellow, as are the fingernails and the cord. The loss 
of the protective influence of the vernix leads to the 
typical alligator skin—dry and scaling, with super- 
ficial cracking and desquamation of the palms and 
the soles of the feet. Clifford’s data indicate a 25 
per cent mortality for Stages II and III combined, 
with an additional 54 per cent of serious morbidity. 


The diagnosis of this hazardous situation for the 
fetus, which is made at or after delivery, however, 
is a diagnosis that is of no significant help. Diag- 
nosis of placental inadequacy by the appearance of 
the victim of this inadequacy can be compared to 
a coroner’s verdict that murder has been committed 
based on the appearance of the corpse; it may be 
a perfectly accurate verdict, but it does not save the 
victim’s life. 

The problem is to devise some method—clinical 
observation or a laboratory test—that will give a 
reflection of the adequacy of the placental function. 
At present it would appear that there are three 
general avenues by which obstetricians could deter- 
mine the validity of placental function. 
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TABLE 1.—Fetal Loss in Relation to Whether Delivery Was Before, On or After the Estimated Day (Data by Gibson) 


Davs Before Estimated Date of Confinement 


22 Plus 14-8 


I I on so 446 
RUN ao sch cesses cea ete 119 
er ONE NE ne 26.7 


21-15 


248 
14 
5.6 


563 
18 
3.2 


In the first place there are the measurements of 
the clinical end results of placental inadequacy. The 
extreme example of this, of course, is the syndrome 
itself in the newborn. In the same class, however, 
could be cited decreasing fundal size measured from 
the symphysis to the fundus. In more than half the 
cases observed by the author, this warning sign was 
present. It must be remembered that in this situation 
not only is the baby losing weight, but there is a 
diminution in the amount of amniotic fluid, which 
will also contribute to a decrease in fundal measure- 
ment. In about 25 per cent of the cases observed by 
the author there was also the clinical sign of a 
maternal weight loss. This finding will often appear 
unassociated with subsequent evidence of placental 
insufficiency, and its prognostic value is hence more 
questionable. Combined, however, with diminution 
in fundal size or estimated fetal weight, it repre- 
sents a grave warning. 

In the second place there should be available 
techniques for measuring the chemical byproducts 
of placental senility. None, however, is available at 
the moment, and in vitro studies of the placenta 
would indicate that there is little biochemical change 
in the last 10 to 12 weeks of normal pregnancy. 

Finally, there should be the potential of measuring 
the concomitant changes which are associated with 
placental insufficiency, although not necessarily re- 
sulting from it. It would be presumptuous in the 
light of present knowledge to speak of such asso- 
ciated changes as being a reflection of the causes of 
placental inadequacy. On the other hand, it should 
be possible to recognize some concomitant change 
in the patient which stems from the same unknown 
etiologic process as does the placental insufficiency. 

One such possible finding could be reflected in 
the cytologic changes of the vaginal epithelium in 
the patient whose placenta is “at term.” 

In 1954, at the International Congress of Gyne- 
cology and Obstetrics, Lemberg-Siegfried and 
Stamm reported cytologic changes in the vaginal 
material which, they believed, had a more than 90 
per cent correlation with the date of expected con- 
finement. A possibility to be considered is that these 
changes stem from hormonal alterations which are 
concomitant with placental functional degeneration. 

In 1893, Lataste reported his original observation 
that the vaginal epithelium underwent rhythmic 
changes in mammals. In 1917 Stockard and Papa- 
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1, 


7-1 


076 
33 
3.1 


On Estimated 
Date of 
Confinement 


195 
5 
2.6 


Days After Estimated Date of Confinement 
1-7 8-14 15-21 22 


1,252 757 263 87 
26 15 12 6 
2.1 1.9 4.8 6.9 


Total 


4,887 
248 
5.1 


nicolaou, interested in studying sex determination in 
guinea pigs, revived and put to use the study of 
vaginal cytologic changes to follow the changes in 
their laboratory animals, and the technique soon 
outgrew the individual experiment. 


In 1925 Papanicolaou reported optimistic but 
inconclusive studies attempting to diagnose early 
pregnancy by vaginal smear technique. These obser- 
vations were extended in 1946 but at no point have 
there been consistent studies of the changes in the 
last few weeks of pregnancy nor have there previ- 
ously been attempts to determine the day of labor 
from changes in the vaginal epithelium. 


Cytologic studies of the last weeks of pregnancy 
have revealed changes during the last few days as 
indicated in Chart 1. Throughout the earlier weeks 
of pregnancy desquamation of vaginal epithelial 
cells is in plaques and sheets. Between six days and 
one day before term these begin to thin out, although 
retaining a dense appearance, and on the day before 
delivery the desquamation of the vaginal epithelial 
cells is in the form of discrete individual cells. The 
“navicular cells of pregnancy,”* seen early and 
throughout the gestation, become fewer during these 
late days and are relatively infrequent on the day 
before delivery. 


The cytoplasm of the cells becomes progressively 
paler in its staining reactions and the nuclei become 
smaller and less well stained. There is an increase 
in the number of leukocytes—a quite striking in- 
crease on the day before delivery—and the mucus 
on the cell spread increases progressively during 
the last week before delivery. 


In the initial portion of this study, 115 sets of 
smears were obtained on the same number of women 
during various stages of pregnancy, including term 
and postterm, in labor and in the immediate puer- 
perium. The cytologic criteria which Lemberg-Sieg- 
fried had proposed were applied to these slides and 
a definite diagnosis made as to the stage in preg- 
nancy or the puerperium of each patient. This diag- 


*The term the navicular cell of pregnancy was coined by Papa- 
nicolaou, In 1925 in describing the cellular changes associated with 
pregnancy he used the term boat-like in referring to the elongated or 
concave cells, some of them more or less collapsed and having a 
cytoplasm partially or totally plasmolyzed or vacuolized. In 1933 the 
term navicular cell was used and these cells were felt to be diagnostic 
of the presence of pregnancy. However, in 1946 Papanicolaou pointed 
out that this cell can appear in other types of amenorrhea and is 
not as uniquely characteristic as at first had been hoped. In the 
patients considered in the present communication, however, the 
diagnosis of pregnancy is not in doubt, but rather the date of its 
termination. 
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UPTO 39 _ WEEKS 


ADVANCED PREGNANCY 


DESQUAMATION er> 
ie 
te) 

IN PLAQUES 


NAVICULAR CELLS 
CYTOPLASM 
CELL VITALITY 


LEUCOCYTES 


1 DAY 
PRIOR TO DELIVERY 


© DISCRETE 


1TO6 DAY'S Se 
PRIOR TO TERM 


Chart 1.—Diagrammatic scheme of criteria in vaginal epithelial cells of stage of pregnancy (Lemberg-Siegfried). 


TABLE 2.—Results of Study Attempting to Diagnose Stage of 
Pregnancy by Cytologic Examination of Vaginal Exudate 





Correct Per 
No. Cent Doubtful Incorrect Totals 


Postpartum 

Labor 

Post “Term” delivery.. 
40 weeks gestation .... 
36 weeks gestation .... 
12 weeks gestation .... 





Totals 10 16 


nosis was then correlated with the stage of the 
patient’s pregnancy at the time the smear was ob- 
tained. The correct week of gestation to correlate 
with each slide was determined after delivery, taking 
into account the size and weight of the baby, the 
actual date of delivery, as well as the history and 
progress of the entire pregnancy. The cells for the 
studies were obtained both by vaginal swab and by 
pipette aspiration of the posterior fornix in each 
patient and were stained by Shorr’s technique. 

The highest degree of accuracy in the diagnosis 
of these slides was obtained in the postpartum period 
associated with increased fragmentation of cells and 
the appearance of the “postpartum cell.” This, 
however, is not of clinical assistance, and in the 
remainder of the determinations taken during preg- 
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nancy or while the patient was in labor the accuracy 
was considerably less (Table 2). Assuming that the 
incorrect diagnostic readings are misleading and 
that doubtful diagnosis is at best of no help, the 
proportion of correct diagnosis (excluding the post- 
partum determinations) was 73 per cent. 

In the 14 patients whose histories would indicate 
that they were 41 weeks or more at the time the 
smear was obtained and whose babies showed some 
of the stigmata of postmaturity, the percentage of 
accuracy of the cytologic study reached its peak (77 
per cent). While such data would indicate the possi- 
ble advantage of definite diagnosis of “at term” in 
a disputed case of postmaturity, the high proportion 
of doubtful and incorrect readings would probably 
make this test unacceptable for wide applicability 
at present. 


DISCUSSION 


How the changes in the vaginal exudate come 
about is not clear. Lemberg-Siegfried further sug- 
gested that the intravenous administration of estrone 
in a patient near term would move the appearance 
of the vaginal cytologic smear farther to the right. 
Lemberg-Siegfried felt that if this particular sign 
were elicited, the diagnosis of being “at term” was 
even more convincing. However, in the present study 
sodium estrone sulfate (10 mg. intravenously) was 
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given to a small group of patients in the 36th to 38th 
week of pregnancy and no consistent shift in the 
cytologic content of specimens was observed. 

Zondek and co-workers also studied the impact of 
administered estrogens on the pattern of arboriza- 
tion of cervical mucus. They expressed belief that 
in the first trimester, arborization of dried cervical 
mucus represents a bad prognostic sign from the 
point of view of both placental sufficiency, and also 
the outcome of the pregnancy in the early months. 
Their study included a smaller number of patients 
in the last month of pregnancy, but the data they 
reported do not indicate the clinical outcome of the 
pregnancy in those cases. The author is at present 
engaged in comparing the vaginal cytologic changes 
with the changes in the pattern of the cervical 
mucus in patients who are pregnant 41 weeks or 
more by history. 

In commenting on the proportion of correct diag- 
nosis of the stage of pregnancy from cytologic 
changes, it should be noted that these data represent 
the interpretation of the duration of pregnancy 
from the slide alone. Obviously in clinical practice, 
such a test would be considered in conjunction with 
other stigmata of postmaturity and placental in- 
sufficiency. 


A control series of 114 patients whose menstrual 
history was correlated with the date of delivery in- 
dicates that in our clinic, relying on the menstrual 
history alone, the correct delivery date within 14 
days could be predicted in only about 40 per cent 
of the pregnancies. Approximately the same propor- 
tion of patients deliver what appear to be term 
- babies (based on fetal size and appearance, the date 
of quickening, the first determination of fetal heart 
sounds, etc.) more than seven days before the 
estimated day of confinement which their menstrual 
history would indicate (for an average of 17 days). 
For 20 per cent of the patients the average was more 
than 15 days beyond the estimated date, and they 
represented the group as to which the question of 
postmaturity would be raised. No single sign can 
be proposed at present that will give the antepartum 
diagnosis of placental maturity in all cases. 


Once the diagnosis has been established, the solu- 
tion of the problem from an obstetrical point of view 
is not clear-cut. Gibson pointed out that the chief 
cause of fetal loss is an acute accentuation of anoxia 
during the first and second stages of labor, presum- 
ably superimposed on the chronic anoxia which 
the fetus has already been experiencing. From this 


reasoning he was opposed to the induction of labor 
in these cases, but his data could equally well be 
used to support the argument in favor of routine 
cesarean section in all such patients. Certainly in 
our own hospital, we have examples of babies with 
this syndrome who were alive when the patient was 
admitted to the hospital for induction but were still- 
born, the fetal heart sound disappearing during the 
course of the induced labor. In these cases, however, 
the situation was extreme and the diagnostic criteria 
had been evident for some time. On the other hand, 
the induction of labor had been successful in those 
patients in whom there were less pronounced de- 
grees of this pattern. 

It is of interest in this respect to consider how 
many of the standard techniques for the determina- 
tion of the patient’s being “at term” possibly repre- 
sent an index of placental status. Naegle’s rule, or 
calculation from the date of quickening has known 
wide variabilities. However, where reliable historv 
is available and where such history coincides with 
the progressive examinations of the patient, these 
will give an indication of the date at which most 
placentas, or the average placenta, begin to achieve 
senescence. 

The techniques revolving around the determina- 
tion of fetal size—MacDonald’s Rule or Ahfeld’s 
Rule—presume a consistent fetal growth along an 
average pattern associated with a standard amount 
of fluid. Such fetal growth and such amounts of 
amniotic fluid are not consistent with the syndrome 
of placental insufficiency, however, and these tech- 
niques are accordingly rendered less useful. 

The same statement applies to the determination 
of fetal size by x-ray examination. There is, how- 
ever, no indication as yet that the progressive bone 
development and epiphyseal development is inter- 
fered with by the chronic malnutrition of an inade- 
quate placenta. This roentgen sign indicates that the 
baby is mature enough and that its chances for sur- 
vival should be improved, but gives no indication of 
the degree of distress that the baby may be ex- 
periencing. 

Cervical “ripeness,” the taking up of the lower 
uterine segment as the cervix shifts into the axis of 
the vagina, has long been relied on clinically as a 
prerequisite to term delivery. This sign, however, 
would indicate that the patient is ready to deliver, 
rather than that the baby is ready to be born, and 
once again bears no proved relationship to the de- 
gree of placental adequacy. 

2105 Adelbert Road, Cleveland 6, Ohio. 
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Prosthesis for Child Amputees 


The Program at University of California at Los Angeles 


THE CHILD AMPUTEE PROGRAM at the University of 
California at Los Angeles, in its third year of ex- 
istence, is still in its infancy. The Engineering De- 
partment of the University has been doing signifi- 
cant research in upper extremity prosthesis for 
adults over the past ten years.® 1° The Juvenile Train- 
ing Center of the Michigan Crippled Children’s 
Commission has furnished a background of expe- 
rience.!?5.6 The study of 100 cases in the UCLA 
program has confirmed the findings of the Michigan 
Commission and helped us establish ‘some inde- 
pendent impressions. The UCLA experience is too 
brief to permit scientific conclusions, but explora- 
tion of this relatively new field has been begun, 
methods of operation devised, and impressions and 
an insight gained with regard to areas still to be 
developed. 

The Amputee Program is a joint venture of the 
Medical School and the Department of Engineering. 
Each of the cases thus far has been studied by many 
disciplines: Orthopedics, pediatrics, engineering, 
prosthetics, psychiatry, occupational therapy, social 
service and physical therapy. Representatives of 
other specialties such as radiology, dermatology, 
neurology, plastic surgery, neurosurgery and pedo- 
dontia are asked to examine patients when problems 
within their particular specialty arise. The team con- 
cept, while relatively new, is becoming the accepted 
approach to complex medical and rehabilitation 
problems. 

This project for research, teaching and service is 
supported by a grant from the Children’s Bureau of 
the federal Department of Health, Education and 
Welfare, through the California State Bureau of 
Crippled Children’s Services. A few patients have 
come privately to the Project, but the majority are 
referred by the California Crippled Children’s Serv- 
ice. Most patients thus far have come from Southern 
California. 


METHOD OF OPERATION 


The patients and their parents are scheduled for 
arrival on Monday mornings. With them they bring 


Department of Pediatrics, School of Medicine, University of Cali- 
fornia, Los Angeles 24. 
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e The Child Amputee Program has operated 
jointly for the past three years at the University 
of California at Los Angeles under the Depart- 
ment of Engineering and the School of Medicine. 
The following seven points have been evolved 
after three years of operation: 


1. Team effort for involved rehabilitation 
problems seems to be more effective than any 
other approach. 

2. Psychological effect on both the patient and 
family is much deeper than was realized. 


3. The optimum age for first fitting of a pros- 
thesis is much earlier than had been generally 
helieved—under one year, as opposed to age 
five or later. 


4. Training adequate for efficient and easy 
use of the prosthesis is absolutely essential and 
must be followed with periodic training in new 
skills. 


5. Comfort and function must be provided or 
a prosthesis will not be used. 


6. Sealed-down adult components are helpful, 
but do not supply all the needs of growing 
children. Special types of tools are needed for 
the many varied activities of childhood. 


7. At the outset of the program, disability 
was calculated in terms of the site of amputa- 
tion. Now it is realized that the true determina- 
tion of disability is above the ears. 


a complete two-day schedule of appointments, a map 
of University locations and a brief explanation of 
how the Project operates, which have been mailed 
to them in advance. Upon arrival, each patient is 
given a complete physical examination and a careful 
history is taken in the Pediatric Clinic under the 
supervision of the staff pediatrician. Suitable x-ray 
studies and laboratory work are ordered as needed. 
Orthopedic examinations are made of the affected 
parts and such treatment advised as is indicated. 
Parents and child are next interviewed by the Proj- 
ect director. Both patient and parents meet the pros- 
thetist and occupational therapist and, later, are in- 
terviewed by the staff psychologist. 

On Tuesday afternoon the Prosthetic Conference 
convenes with neither patient nor parents present at 
first. It is composed of Project director, orthopedic 
surgeon, engineer, pediatrician, psychologist, social 
worker, occupational therapist, physical therapist 
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Figure 1 (Case 1).—Left to right: Below-elbow and above-knee congenital amputations; at 14 months, right pylon 
type lower prosthesis and infant passive hand prosthesis; front view at 2 years. Suction socket and knee flexion unit, 
and functioning hook upper prosthesis; rear view showing attempt at active use. 


and secretary-stenographer. Findings in the case are 
presented by the medical student who first examined 
the patient. The staff adds any pertinent findings. 
The parents and child then are brought in. They are 
well enough acquainted with the individual members 
of the staff to feel at ease before the group. The 
parents are encouraged to ask questions of the entire 
group, and members of the Conference may put 
questions to the parents. This personal and friendly 
relationship between the parent and team members 
has been carefully developed to give the parent con- 
fidence and gain his cooperation. 

_ After the family returns to the dressing room ac- 
companied by a member of the team, the case is dis- 
cussed and a course of procedure adopted. There 
may be physical preparation of the patient, such as 
surgical operation or physical therapy; or emotional 
preparation involving counseling and home adjust- 
ments that are needed before prosthetic prescription 
is made. Suitable appointments are scheduled for 
whatever procedures the team Conference advises. 

The first plaster wrap of the stump may be made 
the next morning, Wednesday. The prosthesis is 
constructed from this master mold. Later the patient 
will have a final fitting and harnessing followed by 
careful “check out” and evaluation of the work with 
the parents present. A two-week training period be- 
gins. Out-of-town families obtain lodgings and re- 
main during the period of daily training. 

Each Tuesday the Conference team sees one or 
two new patients and five or six who have returned 
for further observation. An attempt is made to see 
each patient once in three months. The patient may, 
in the meantime, have been seen by the occupational 
therapist for training, by the prosthetist for refitting 
or repairs, by the psychologist or social worker for 


294 


counseling, by the orthopedic surgeon for operation 
or the pediatrician for other medical care. 

The prosthetic devices for a large portion of pa- 
tients with upper extremity deformity or amputation 
have been fabricated in the university’s shops; but 
as experimental procedure for children becomes 
more standardized, an increasing number will be 
fitted by private shops making prosthetic limbs, 
as all lower extremity amputees have been so far. 
The engineering department has limited its research 
to upper extremities. 

Some of the more recent engineering contribu- 
tions are: The infant passive. hand, a resilient in- 
fant below-elbow prosthesis, a plastic hook, a violin 
bow holder, a piano playing device, a baseball glove 
holder, a nylon cable liner, an outside friction el- 
bow, a passive upper extremity prosthesis for small 
infants, an elbow lock lever for vestigial fingers. 

The following case reports are presented to illus- 
trate some of the problems of fitting, training, and 
adjustment that have been dealt with by the Con- 
ference Group at UCLA. 


REPORTS OF CASES 


Case 1. A boy, first seen at one year of age, had 
a congenital absence of all leg components below the 
right knee and short components below the elbow 
on the right arm (Figure 1). There was some web- 
bing on the right hand and the “good” foot was 
clubbed. The first year of his life was spent with 
corrective casts on the club foot and amputation of 
a nonfunctioning digital unit on both upper and 
lower right extremities. He was first fitted with a 
straight pylon-type right lower prosthesis without 
knee flexion which was fashioned at a private limb 
shop. On this, he immediately learned to walk in 
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only a slightly stiff-legged manner. About the same 
time he was fitted in the UCLA prosthetic shop with 
an infant passive hand. This he wore quite naturally 
and he learned to push and pull and hold large ob- 
jects. In a few months the lower prosthesis had to be 
lengthened, although the socket continued to fit. 

At age two he was felt to be ready for a suction 
socket and a knee flexion unit. This was fashioned 
at the same limb shop that made the first one. The 
knee is held from flexing by an elastic web to give 
stability. With this he stamps around with great 
glee; and cries out, “Don’t take away my leg,” when- 
ever it is removed momentarily. At this time he had 
also outgrown his upper prosthesis and a new one 
was fashioned in the UCLA shop in such manner 
that either the passive infant hand or a No. 10X 
Dorrance hook could be interchanged. He amazed 
all members of the team by voluntarily opening his 
hook to grasp, at the age of 22 months. Although he 
does not use it consistently to any degree, he has 
continued to prefer the hook and cries loudly, “Don’t 
take away my arm!” 

Deliberate attempt was made in this, case to ex- 
plore the younger age limits of prosthesis feasibility. 
Much greater time will be needed for more evalua- 
tion, but this child seems to be happier, to ambulate 
and play in this more normal manner than he could 
if the prosthesis were withheld until an older age. 

This child might have been fitted even earlier, as 
others have been at four months, had not his first 
year been spent in corrective casts for a club foot. 
While we have successfully fitted upper extremities 
at four months and had the patient make some use 
of them, this case demonstrates that at one year a 
child will accept and use a prosthesis that allows 
him holding activities with his arms and ambulation 
with his legs. The naturalness with which this child 
wears these prosthetic devices and the anxious con- 
cern over their removal, even temporarily, leads us 
to feel that he is developing a self image that in- 
cludes his prostheses. 


Case 2. A girl, 16 years of age, was first seen at 
the age of 13 with.a congenital very short below- 
elbow amputation. She was fitted with a very short 
below-elbow prosthesis with separate socket for the 
below-elbow stump and a two to one ratio step-up 
hinge. She was immediately given a No. 555 Dor- 
rance hook with interchangeable APRL* cosmetic 
functioning hand (Figure 2). She learned immedi- 
diately to use her prosthesis and wears it all the 
time, using the hook for eating and activities around 
the home. She wears the hand when she goes out, 
for school and for sports. She plays volley ball and 
soft ball, swims, and has just won a dance contest. 

This case illustrates that in the upper extremity 
satisfactory fittings can be made at any conceivable 
level,” even an extremely short below-elbow. There 
are no sites of election for amputation. Every pos- 
sible piece of tissue should be preserved. 


Case 3. A boy, first seen in December 1954 at 


* Army Prosthetic Research Laboratory. 
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Figure 2 (Case 2)—Left: Very short below-elbow con- 
genital amputation. Right: Functional hook prosthesis, 
showing need of girl-size functional hand. 


Figure 3 (Case 3).—Left: Difficult fitting problem in 
phocomelia type of congenital amputee. Center: Single 
right standard above-elbow prosthesis with chin-nudge 
elbow lock. Right: Bilateral above-elbow prosthesis with 
internal levers for elbow control. 


the age of three, had a congenital bilateral above- 
elbow amputation with a single digital appendage 
at the end of each stump (Figure 3). He was fitted 
with a passive elbow and refitted with a right stand- 
ard above-elbow prosthesis with a locking elbow and 
a left shoulder collar. At four years of age he had 
attained sufficient facility with this device that we 
felt it advisable to prescribe a left standard above- 
elbow prosthesis with a cut-out in the upper shell 
and internal mechanism to operate the elbow lock 
with the single finger. This he does quite well and is 
beginning to have satisfying function. 


Case 4. The patient, a girl 22 months of age, was 
considered as a candidate for prosthesis soon after 
birth. She was first seen in Prosthetic Conference at 
five months. She presents a tremendous challenge, 
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Figure 4 (Case 4).—Left: The patient at three weeks of age. Center: First stubby pylons to teach awareness of upper 
extremities. Right: Passive friction elbows. Infant passive hand on left side and standard hook for holding on right 


side. 


having complete absence of upper extremities and 
very small and poorly formed lower extremities. 


The patient was first put in a hip-spica cast to 
attempt better development of the acetabulum and 
hip joint, but since no improvement was made after 
several months and no normal femoral components 
could be identified, this was abandoned. She was 
fitted with bilateral shoulder caps with some short, 
stubby upper extremity pylons. With these she grad- 
ually learned some shoulder motion and was able 
to hold a few large objects (Figure 4). Later, she 
was fitted with longer upper extremity prostheses 
with infant passive hands and friction hinged el- 
bows. With help at pre-positioning she was able to 
use these to some extent to hold a balloon or doll. 
When a hook was substituted for the infant hand 
and an apple placed in this hook, she was able to eat 
the apple quite naturally. 


At 20 months she was fitted with lower extremity 
pylons, with which she is able to stand for as long as 
two hours; and she seems to enjoy doing so. With- 
out any prostheses she is able to finger or toe some 
objects. She can experience a sense of exploring and 
feel with her foot and can pick up some things. She 
is permitted to continue to develop these functions. 


Hers is one of our most challenging, difficult cases 
physically, mechanically and psychologically. For- 
tunately, the patient has good mental capacities. To 
persons who might well question how much ultimate 
useful function she may acquire, it may be said that 
we are certain that the attempt and the encouraging 
attainments so far have produced a_ profoundly 
wholesome and much needed emotional outlet for 
the parents, and this attitude is reflected in a very 


296 


happy, outgoing child. All this would have been lost 
had the patient been allowed to lie listlessly in bed. 


Case 5. The patient, a 6-year-old girl, was born 
with complete absence of both legs at the hip and 


bilateral above-elbow amputation. She was first ob- 
served by the UCLA team when 5 years of age (Fig- 
ure 5). X-ray studies showed upper humeral ele- 
ments and no lower extremity except an isolated 
head of the right femur. When first seen she had 
already learned ambulation by simple pelvic rota- 
tion. A brace shop near her home fitted her with a 
scooter and with push crutches for her arms, which 
contributed greatly to the development of the shoul- 
der muscles. In the UCLA prosthetic shop she was 
fitted with bilateral standard above-elbow prostheses 
(Figure 5). With patient training and conscientious 
support by the parents, she learned some dexterity. 
For some time, however, she tended to concentrate 
on the right and ignore the left. 

After six months of training and use of the upper 
extremities, it was decided to recommend prostheses 
for the lowers. Realizing that all walking must be 
accompanied with pelvic rotation only, a bucket- 
type device strapped firmly to the pelvis and with 
rather short pylons that could accommodate shoes 
was constructed by a private limb shop. The device 
gives her a great deal of self confidence and pride 
and permits her to walk across the room with rela- 
tive ease. 

This girl now attends a school for the handi- 
capped. She is able to hold a book and turn the 
pages; she writes on the blackboard; she assists, al- 
though not completely, in feeding herself. She would 
be able to get out of her lower prostheses and into a 
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chair and back into her prostheses alone were it not 
for the danger of falling. 

She is a very bright, cooperative, persistent and 
happy girl who, with the understanding parental 
help which she has, should be able to continue to 
inake remarkable progress. Her accomplishments are 
: monument to adequate training,*'! parental un- 
‘erstanding and cooperation. Intelligent determina- 
tion may well compensate for what she lacks below 
ihe hips and elbows. 


FORWARD PLANS 


The experience thus far has shown need for re- 
search and development in the following areas: 


1. The possibilities of prevention of the need for 
prostheses by: (a) Careful study of the effects of 
adverse prenatal environment on the fetus and the 
correlation of these and similar studies on other 
congenital defects; and (b) surgical reconstruction 
in some special cases in which grasp can be attained 


Figure 5 (Case 5).—Upper left: Statuesque torso with short upper arms and no lower extremities. Center left: X-ray 
films showing well formed upper humeral elements and no lower extremity components except right femoral epi- 
physis. Upper right: Cart and special arm pushers that aided greatly in developing muscles of shoulder girdle. Lower 
left: Wearing first standard above-elbow prostheses at 5 years. Lower right: Learning coordination of the upper ex- 
tremities and bucket type seat with pylon legs for early “walking” and balancing. 
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and the advantages of tactile sensation will be more 
useful than a prosthesis. 


2. The adapting of materials and devices to meet 
the demands of specific developmental ages. 


3. The study of psychological effects of wearing 
or not wearing a prosthesis on the patient and fam- 
ily, including a development of his self image. 


4. Development of integrated training programs 
that can be continued in the patient’s home and 
community. 


5. The effect of wearing a prosthesis on the 
growth and development of the stump as well as the 
neuromuscular and skeletal development. 


6. Development of some kind of socket material 
that will allow for growth. 


7. Development of some type of porous material 
that will allow skin respiration. 


8. A small sized hand (in process of develop- 
ment) is greatly needed for adolescents—especially 
girls. 


9. Formulating methods of disseminating con- 


crete findings and developments for use of private 
physicians and the limb industry. 
1015 Gayley Avenue, Los Angeles 24. 
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Nalline: An Aid in Detecting Narcotic Users 


OCCASIONALLY a physician is called upon to deter- 
mine the presence or absence of a narcotic in a 
patient. History and physical examination are often 
inconclusive. A rapid and positive test is available in 
Nalline® (N-allylnormorphine). Nalline, although a 
narcotic, has little or no analgesic effect. It is an 
antagonist to morphine and its derivatives and has 
three distinct clinical uses: “(1) The prevention and 
treatment of respiratory depression in the newborn, 
(2) the treatment of poisoning with narcotics, and 
(3) the diagnosis of physical dependence (active 
addiction) on narcotic drugs.”” Isbell?* and co- 
workers at the United States Public Health Service 
hospital, Lexington, Kentucky, demonstrated that 
Nalline when administered to a patient addicted to 
heroin, morphine, Dilaudid,® or methadone will pro- 
duce withdrawal symptoms within a few minutes. 
The drug apparently acts upon the central nervous 
system in such a way as to abolish certain effects 
of narcotics. As a result, Nalline can be used as final 
proof of suspected narcotic addiction. 


In the past year, 454 patients suspected of using 
an opiate have been tested with Nalline. The agencies 
that have used this test and the number of persons 
tested are listed in Table 1. 


The technique of the test is simple. First a history 
is taken. This history will include the patient’s story 
of addiction, which should be viewed critically. A 


Dr. Terry is Medical Officer, Office of the Sheriff, Alameda County, 
Santa Rita Rehabilitation Center, P. O. Box 787, Pleasanton. Mr. 
Braumoeller is an Inspector with the State of California Bureau of 
Narcotic Enforcement, State Building, San Francisco. 


Sharp & Dohme supplied the Nalline used in this study. 
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e By using—with the permission of the subject 
—a simple test entailing injection of Nalline® 
(N-allylnormorphine) and noting the reaction in 
the pupils of the eyes of the subject, it is possible 
to determine whether a patient is addicted to a 
narcotic, is an occasional user or is a nonuser. 


physical examination is made to rule out any devia- 
tions from normal. The physician should note the 
presence or absence of needle marks. The arms, 
legs, hands, and feet are the primary sites for marks; 
the abdominal wall, buttocks, scalp and nose are 
secondary choices. Tattoos over the anticubital fossa 
sometimes are placed there to cover needle marks. 
Permission to give the test, in the form of an 
authorization and waiver, should be obtained from 
the patient. The form used is worded as follows. It 
must be signed by the patient before two witnesses. 


I, (name of patient), do, of my own free will, hereby 
expressly authorize (name of physician) and the (name 
of agency involved), or their authorized agents, to ad- 
minister an injection or injections of Nalline. 

It is understood that such tests are to be conducted 
for the purpose of determining whether or not I am or 
may be under the influence of narcotics. I freely and 
voluntarily submit to these tests which I believe are for 
my own best interests. 

I authorize the use of the results of these tests in any 
way which these officials may feel is proper. I do hereby 
expressly exonerate (name of physician), (name of 
agency involved), and all their authorized agents from 
any liability resulting from the administration of the 
above-named tests. 


(Signature of Patient) 





Nore: California law provides that a physician may prescribe, furnish or administer narcotics to a patient 
when the patient is suffering from a disease or injury attendant upon old age, other than narcotic addiction. In 
addition, a physician may prescribe, furnish or administer narcotics when, in good faith, he believes the 
disease or injury “requires such treatment.” However, when acting under the good-faith belief that narcotics 
are required, the law specifies that he shall only prescribe, furnish or administer narcotics “in such quantity 
and for such length of time as are reasonably necessary.” 

It is to be noted that narcotic addiction may not be treated under the above-listed authorizations. 

California law provides that narcotic addiction may only be treated in an institution approved by the 
Board of Medical Examiners, in a jail or prison, in a state narcotic hospital, or in a state or county hospital. 
To this legal limitation on treatment for addiction there is one exception, as follows: This section does not 
apply during emergency treatment or where the patient’s addiction is complicated by the presence of incur- 
able disease, serious accident or injury, or the infirmities of old age. 

All of the foregoing provisions of California law must be borne in mind in reading or applying the 
accompanying article. 
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TABLE 1.—Agencies Using Nalline Test and Number of 
Tests Performed 


No. of Cases 


Oakland Police Department 
State of California Parole Office 


Alameda County Sheriff's Department— 
Santa Rita Rehabilitation Center 


State of California Department of Motor Vehicles.... 
Richmond Police Department 

Alameda County Probation Office 

State of California Bureau of Narcotic Enforcement.. 
Hayward Police Department 

San Leandro Police Department 

Federal Narcotic Bureau 

Alameda County Public Defenders Office 


Private attorneys 


Next the diameter of the pupils of the patient’s 
eyes are measured.* Nalline is administered sub- 
cutaneously in a dose of 3 mg. Thirty minutes later 
the diameter of the pupils is again measured. If the 
person tested has not been using opiates the di- 
ameter is reduced by 0.5 mm. to as much as 2 mm. 
In a person who has been using opiates occasionally 
but who is not addicted, the pupils will remain un- 
changed in size. In a person who is addicted, the 
diameter of the pupils will increase by from 0.5 to 
2 mm., the amount of increase depending upon the 
degree of addiction. Associated with this pupillary 
dilation is the development of withdrawal symptoms 
—gooseflesh, yawning, nausea and vomiting. As 
soon as withdrawal symptoms in addition to dilation 
of pupils appear, Dilaudid or morphine sulfate 
‘should be administered. Dilaudid, 8.0 mg., is given 
subcutaneously to patients who are addicted to 
heroin or Dilaudid. Morphine sulfate, 30.0 mg., 
is given subcutaneously to patients addicted to mor- 
phine sulfate. Administration of Dilaudid or mor- 
phine sulfate may be repeated in 20 to 30 minutes 
if there is further distress. The observation of gross 
withdrawal symptoms should not be depended upon 
for a diagnosis but should be avoided if possible. 
To some degree patients themselves can control 
withdrawal symptoms. The pupillary response alone 
is an accurate, sufficient, and sensitive index of 
narcotic addiction or of occasional use, or of the 
absence of narcotics. 


Sometimes when Nalline is given, a person who 
has not been using opiates may have symptoms that 
resemble withdrawal symptoms. Perspiration, nau- 
sea, apathy and peripheral vasoconstriction have 
been noted in such circumstances. One young female 


*The pupils are measured with a ‘‘pupillometer,”’ which is a 
1 x 3 inch card that contains a series of solid black dots varying in 
diameter from 1 to 5 mm. With a little practice the size of the pupil 
can be measured to within 0.5 mm. 
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heroin addict who had not been using heroin for 
some months developed syncope after receiving an 
injection of 5 mg. of Nalline. She recovered in 30 
seconds without treatment. In these Nalline reac- 
tions, in contrast to Nalline interreacting with an 
opiate, the pupils constrict. If the patient is uncom- 
fortable from Nalline alone, a barbiturate is indi- 
cated. Nalline has little if any effect in the patient 
who has been using either codeine or meperidine. 


USES OF THE TEST 


Examples of uses of the test follow: 


Case 1. A 23-year-old white man who was an 
inmate of Santa Rita Rehabilitation Center for five 
months was suspected of using heroin smuggled intc 
the institution. This man had a long history of 
heroin addiction beginning in his late teens. There 
were no recent needle marks. He was given 3 mg. 
of Nalline. Before the injection, the pupils were 3.5 
mm. in diameter. Thirty minutes later they were 2 
mm. He was released to duty, the test being negative. 


Case 2. A 19-year-old boy was referred by the 
State of California Division of Motor Vehicles. His 
driving license had been revoked because of addic- 
tion to heroin and he had served a two-year sentence 
at one of the Youth Authority centers. He denied 
the use of any opiates since his discharge six months 
before. There were a few recent needle marks over 
the right anticubital fossa. An injection of 3 mg. of 
Nalline was given. The diameter of the pupils before 
the injection was 4 mm. Thirty minutes later the 
measurement was the same. No other withdrawal 
symptoms developed. When confronted with the 
positive result of the test, he admitted taking three 
injections of heroin during the previous week. His 
driving license was not restored. 


Case 3. A 34-year-old white woman was referred 
by the State of California Bureau of Narcotic En- 
forcement. She had a history of using heroin occa- 
sionally over the preceding two years. At one point 
a year ago, she stated, she was addicted. She said 
she had not used any opiates for a number of weeks. 
There were no recent needle marks. The pupils were 
3 mm. in diameter before the Nalline injection. 
Thirty minutes later they were 4 mm. When told 
that this was a positive reaction, the patient admitted 
sniffing heroin two or three times a week over the 
past two months. The last “sniff” was two days 
before the test. No additional withdrawal symptoms 
occurred. 


Case 4, A 22-year-old white man was referred 
by the State of California Parole Office. He stated 
that he had been a minimal user of heroin from 
1950 to 1952. He was convicted on a burglary 
charge, served a period of 18 months at a state 
penitentiary and had been on parole for seven 
months. The parole officer, basing his opinion on 
the physical appearance of the parolee, felt that the 
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parolee was once again using heroin. This the 
irolee denied. The only recent marks were on the 
sum of the right hand. Before an injection of 
) alline, the pupils were 3.5 mm. in diameter. Twelve 
rinutes later they were 5 mm. The patient was per- 
iring a little and had gooseflesh on the upper part 
the back. He was mildly nauseated but there was 
.0 vomiting. Morphine sulfate, 30 mg., was admin- 
i tered and the symptoms abated. The patient then 
< Imitted privately that he had been taking morphine 
culfate up to 0.3 gm. daily for the preceding three 
i;onths. The reaction in this case is an example of 
the degree of response to Nalline in a person mod- 
rately addicted to morphine. 


Case 5. A 28-year-old Negro man volunteered to 
take the Nalline test. He admitted freely that he 
was heavily addicted to heroin and had been so for 
months. There were many old and recent marks on 
both arms. His last injection of heroin had been 
taken 18 hours previously. He was given 3 mg. of 
Nalline. The pupils before the injection were 3 mm. 
in diameter. Five minutes later they were 5.5 mm. 
in diameter. The patient was yawning and had gen- 
eralized gooseflesh. Nausea and vomiting immedi- 
ately followed. He was given Dilaudid, 8.0 mg., 
which only partially controlled the symptoms. The 
dose was repeated 30 minutes later and the patient 
became comfortable. This case is an illustration of a 
severe reaction to Nalline in a person heavily ad- 
dicted to heroin. 
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DISCUSSION 


The recommended dose of 3 mg. of Nalline is 
small but is large enough to produce withdrawal 
symptoms in patients who are addicted. Patients 
who are occasionally using an opiate, without addic- 
tion as yet, will have a positive pupillary reaction to 
Nalline in a majority of cases. A small proportion 
of cases will be missed, but, more important, Nalline 
in this amount can be given safely. 

Nalline has proved to be a helpful and safe pro- 
cedure in diagnosing narcotic use and addiction. 
The physician can protect himself and be of specific 
service to his state, county and city narcotic officers 
by using this test. The patient who glibly describes 
symptoms for which narcotics are indicated, or who 
directly asks for them for a not easily diagnosed 
malady should most certainly be considered for a 
Nalline test. 


Santa Rita Rehabilitation Center, P. O. Box 787, Pleasanton 
(Terry). 
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Reflections on Contemporary Psychiatry 


A LITTLE REFLECTION on psychiatry as it is practiced 
today points up the need to examine some of the 
basic concepts and practices and, if possible, their 
effects. We use terms like “mental health” and 
“reality,” but can we really adequately define them? 
When we refer to mental health, are we using it in 
a social sense (referring primarily to the individual’s 
relations with society and the interrelations between 
different societies) or in a medical framework 
(referring primarily to how the individual feels and 
functions), or both? Are we thinking of the degree 
of psychopathologic change that is present or the 
degree of disability, or both? 

We have learned that these are two different 
things. A person may have a great deal of psycho- 
pathologic disturbance but be only slightly disabled. 
Furthermore, the degree of disability in a given per- 
son varies greatly from time to time in response to 
external dangers and changing motivations. 

The ability to get along with others with a reason- 
able degree of happiness and satisfaction and pro- 
ductivity is generally considered the criterion of 
mental health. This at least is an important aspect 
of the goal of psychotherapy, which attempts to help 
patients see reality so that they may adjust to it more 
satisfactorily. One difficulty is that reality has a way 
of changing, sometimes quite suddenly. Mental 

- health, more obviously than physical health, is 
intimately bound up with motivations. Can we say 
that mental health, like physical health, is concerned 
with an increased ability to survive? If it is, does it 
encompass being willing to risk one’s life for a 
cause when the chance of survival is known to be nil, 
but when it seems apparent that someone has to 
make the sacrifice? Or does mental health imply the 
ability to get along in any culture without faltering, 
a relative acceptance of what is? Or does it entail the 
willingness to fight even when it might be very 
unhealthy to do so? Such philosophical considera- 
tions are ordinarily burdensome, but the time may 
come when we shall have to answer such questions, 
and the chances are that opinions will differ greatly 
on what mental health is. 

Perhaps it would be easier to consider the prob- 
lem from another direction, that of mental illness. 
We talk of prevention of mental illness, but then 
when we try to measure it, we have no truly reliable 
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e Valid data on the effectiveness of preventive 
programs in psychiatry are badly needed but 
cannot be obtained until reliable statistics on in- 
cidence and frequency of emotional disorders are 
available. 

There is a suggestion that clear cut neuroses 
are less frequent but an equally strong sugges- 
tion that psychosomatic disorders are increasing 
in frequency. There is a tendency to look upon 
the increasing freedom of some aspects of our 
culture as a great advance over Victorian rigidity 
and restraint—but to what extent is this related 
to seeming increases in delinquency? 

Parents seem to have become increasingly fear- 
ful of disciplining, training or frustrating chil- 
dren as a result of what is considered psychiatric 
teaching. Psychiatry has the responsibility for 
correcting such a misunderstanding. Psychother- 
apists who have not resolved their own depend- 
ency needs are in no position to help others with 
the dependency problems which underlie their 
neurotic difficulties. Psychotherapy involves more 
than just arranging the world to accommodate 
itself to the patient (which occasionally needs to 
be done). The patient too, has a responsibility 
for his illness and its treatment and must learn 
that life is characterized by the need to take some 
chances, by dangers, difficulties, frustrations and 
unknowns, as well as pleasures, safety, comfort 
and the familiar. The responsibility for meeting 
the need for psychiatric services belongs to all of 
medicine and not just to psychiatry. 


baseline of overall incidence to start from (as can 
be done with typhoid or diphtheria). With all of 
the psychotherapy being practiced, with all of our 
guidance clinics and mental hygiene programs, 
have we ever decreased the incidence of mental ill- 
ness? Have any of the programs which we so hope- 
fully depend upon had any preventive effect? We 
know from our experience that we are helping some 
people and that as our knowledge and skill and num 
bers increase, more and more are being helped, but 
we are in the position of carefully nurturing and 
weeding a small garden that is surrounded by mile: 
of weeds and underbrush that spreads many time: 
faster than any enlargement we make in the garden. 

There are many good indications of the magni 
tude of the problem of emotional health: The num 
ber of men and women who were rejected for mili 
tary service for emotional disorders; the number of 
men and women who are receiving compensatior 
from the federal government for emotional dis 
orders; the increasing number of patients in stat: 
hospitals; the incidence of crime and _ suicide: 
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studies of communities such as were done by Lem- 
kau! in Baltimore and Mangus? in Ohio. 

There is need, however, to establish firm and relli- 
able incidence and frequency baselines. These, in 
(urn, depend on the establishment of firm criteria, 
which in turn, depend on the definition of meatal 
health or, rather, ill health, which in itself is com- 
plicated because, like the common cold, it is some- 
thing that practically everyone has at different times 
and to varying degrees. 

It is disturbing to consider the possibility that, 
despite all our efforts directed toward helping indi- 
viduals and toward developing community pro- 
grams, the incidence of emotional disorders may be 
increasing (certainly we have no indication that it 
is decreasing). There is a suggestion that clear-cut 
neuroses such as used to be seen are less frequent, 
perhaps because their meaning has been exposed; 
but there is an equally strong suggestion that psy- 
chosomatic disorders are increasing. Like the crim- 
inal who goes into hiding when in danger of being 
detected, conflicts and unacceptable feelings and 
impulses may go more deeply underground and evi- 
dence themselves by disturbed bodily function which 
is even more difficult to treat. This in no way implies 
that we should abandon our treatment of individuals 
in private offices or clinics, but it does mean that we 
cannot continue to bank on these efforts as the 
ultimate solution to the problem and enjoy the feel- 
ing of making real progress until we can prove, in 
ways that are more convincing than the ways we 
have at present, that we are making a significant 
contribution to the overall health of the nation. 
Medical colleagues, who are skeptical about some 
aspects of psychiatry and its methods, constantly 
ask for proof that its contentions are true. Will 
psychiatrists be like the medical scientist who dis- 
covers the cause of typhoid fever and then goes on 
to develop a preventive program that practically 
eliminates the disease, or will they be like the 
astronomer who by careful observation establishes 
sound hypotheses which permit him to predict ac- 
curately but provide no means of changing the 
events he predicts. 

There is always in most persons an undercurrent 
of dissatisfaction which has deep roots in our per- 
sonalities which prompts us to improve things, to 
improve our lives, our comfort, our safety and the 
world for our children. Do we have a tendency to 
look at only one side of the coin, to consider what 
we are buying and not the cost? What price have 
we paid for the radical change in our culture and 
standard of living over the past one hundred years? 

Is the universal longing for the good old days 
(of the past) merely the manifestation of the desire 
to return to the womb, or the breast, or the bottle, 
or is it in part a recognition that with an increase 
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in the good, there is an increase in the bad or un- 
desirable, the part that only the spoil-sport calls 
attention to? Perhaps it is not fair to recall the fate 
of past cultures like those of Rome and Greece that 
had it so good. In their time, it seemed that progress 
almost beyond imagination was being made in 
human welfare. 

We tend to look back a little smugly, and some- 
times critically, on the rigidity and repressive char- 
acter of the Victorian Era. We can point with some 
pride to the decrease in conversion reactions that 
seemed to accompany a freer attitude toward sex 
and anger (a development that is certainly attrib- 
uted, correctly or not, to psychiatry). A compari- 
son of the incidence of hysteria in World War I 
and World War II is quite dramatic and it is doubt- 
ful that the difference is just a semantic one. What, 
however, has occurred to the incidence of “acting 
out?” Is there any relationship between the increas- 
ing problem of delinquency and our greater free- 
dom? Or is this related, as some observers would 
suggest, to the changing role of women (and men) 
in our culture, which again is heralded by claims 
of great progress? Or is it, as some sociologists 
would claim, that there is no increase in delinquency, 
but that the criteria for delinquency have changed 
in a society that tolerates less and less misbehavior 
in its young. 

It is of interest that with a relatively low birth 
rate, there is an increased concentration on the 
welfare and needs of the fewer children. While on 
the one hand this seems to be desirable and good 
for the children, in that their needs are satisfied, it 
can also promote an increase in the children’s ex- 
pectations that their needs will continue to be satis- 
fied by the big world as it was done earlier in the 
little world of their families, while at the same time 
more may be demanded of them in the way of social 
conformity. It is difficult to know where all this 
ends, but many seem to believe that in our culture 
there is a progressive increase of an attitude of 
“who is going to take care of me?” or of an expec- 
tation that it is “someone’s (usually the govern- 
ment, which means everyone else) responsibility to 
take care of me,” together with increasing resent- 
ment regarding the restrictions and relative im- 
potence that accompany a dependent relationship. 
This is somewhat related to another problem. 

One frequently hears complaints that schools are 
too permissive, that not enough is being demanded 
of children, that training or self-discipline, for 
themselves, are bad. Parents seem to be increasingly 
fearful of frustrating children, of disciplining them, 
of training them, of disappointing them, and even 
of depriving them of the freedom of witnessing their 
intimate activities in bedroom and _ bathroom. 
Strangely, psychiatry is used as the authority. 
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It becomes the responsibility of psychiatrists to 
look to our practices to see if we are responsible; 
and, if we are not, should we be doing something to 
correct so serious a misunderstanding? 

Forel, the famous Swiss psychiatrist, was strug- 
gling with the problem of the alcoholic. He was 
brought up when the prevailing attitude was that if 
alcoholics were deprived of alcohol, it would lead 
them to death or suicide. In other words, it was 
looked upon as a need that had to be satisfied. Such 
was the traditional logic of those days. In 1884, Dr. 
Forel, upon learning that his shoemaker was a total 
abstainer and the chairman of a temperance society, 
made arrangements to send every alcoholic in his 
hospital to the shoemaker, with an attendant, and to 
meetings of the society. For the first time in his life, 
Forel said, he saw drunkards recover, truly and last- 
ingly cured. Thereafter the part played by Dr. Forel 
in the treatment of the patients was less and less, 
and finally the psychiatrist asked the shoemaker to 
explain. The shoemaker replied: “It is very simple. 
I am an abstainer and you are not. This is the secret. 
You cannot teach others convincingly that which 
you do not do yourself.” (This is truly remindful of 
Alcoholics Anonymous of today. ) 

Psychiatrists consistently see exaggerated depend- 
ent needs underlying neurotic difficulties (the term 
here used in a broad sense). Perhaps it is traditional 
logic, today, that such needs must be gratified; and 
perhaps only when psychotherapists who deal with 
neurotic dependency problems have, through self- 
understanding, resolved their own dependency needs, 
will they be able to teach their patients convincingly. 

One hears a great deal of talk about mothers re- 
jecting their children, of advice to mothers to love 
their children. How can someone produce love on de- 
mand? It is as if to say that unless the mother is ami- 
able, undisturbed and understanding, unless she is 
thinking only of her child and its comfort, she is “re- 
jecting” is not “loving.” This kind of propaganda 
(which seems to stem from the proponents’ identifi- 
cation with the so-called rejected children and their 
own needs for the “wonderful mother”) carries with 
it the danger of aggravating mothers’ anxieties and 
impairing what healthy instinctive behavior they 
might manifest over and above their neurotic be- 
havior. Blaming Mother is an easy way to explain 
an individual’s emotional difficulties. But why was 
Mother the way she was? 

Mobilizing hatred for parents is not enough, and 
should not be the goal of treatment. Rather it should 
be understanding others’ needs and problems (in- 
cluding those of parents) as well as one’s own. Often 
the anxious mothers (and fathers) identify with 
their children and attempt to provide the cotton wool 
environment for them that they themselves continue 
to seek in a neurotic way. When they are encouraged 
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in this by professional advisors, the problem in the 
long run can only be aggravated. The child is not 
helped in his struggle to face and cope with life. The 
world is not going to treat him in the same over- 
protected way. All mothers love their children, ex. 
cept those who are very sick and probably psychotic. 
Their love may be colored, distorted and adulterate:! 
by their neurotic difficulties, but that does not mean 
they do not love their children. They may be unreai- 
istic, torn by conflicting feelings, frustrated, bitter 
unhappy, and their feelings may “muddy the water. 

To indiscriminately attribute a patient’s continued 
oral cravings just to a mother’s rejection is to den 

one of Freud’s great discoveries, that of conflict an: 

regression. It as often may be a defense against sex 
ual and other fears, an attempt to solve conflictin; 

childhood sexual desires, as it is what it appears t 

be on the surface. 

It is a strange thing, but parents may have to pu 
ish children, frustrate them for their own good—an« 
when someone does something for another’s good, i 
is a manifestation of love. Treating a child as if i 
could not stand any pain or frustration is not lovin; 
the child, but loving one’s self. Even sibling rivalr: 
which develops in the child somehow gets blame: 
on Mother. The hatred which the child develop: 
toward a younger or older sibling may be rational- 
ized by all kinds of memories of preferred treat- 
ment (and sometimes this has really been the case) . 
but basically the “rivalry” often is the black-or 
white, all-or-none attitude expressive of an insatiable 
wish for all the attention. 

An extension of this practice is to blame mental! 
illness on the government, or on conditions, or to 
emphasize cultural forces (many of which undoubt- 
edly exist) —to emphasize, indeed, anything except 
the role the individual is playing in his or her own 
difficulty. Particularly during the war, psychiatry 
was accused of permitting the weak to hide behind 
the skirts of psychiatry, of being too protective and 
of mollycoddling. There are many possible reasons 
for this. Psychiatrists were bold enough to insist 
that people might be incapacitated by emotional dif- 
ficulties short of psychosis. This was something that 
everyone knew—but it was felt that emotional diffi- 
culties should be considered a weakness, a failure of 
responsibility, a preoccupation with one’s own needs 
and feelings to an exaggerated degree, and, there 
fore, something to be treated with contempt, ridicule 
and even punishment. It was felt by many persons 
and perhaps especially by those who were struggling 
with their own emotions—“but not giving in”—that 
if the psychiatric patient was treated with sympa- 
thetic understanding, it would encourage a lot o/ 
others to seek the same kind of treatment. 

The psychoneurotic was looked upon as a coward 
who gave in to his fears; and since in wartime a 
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great many people were afraid, it was feared that a 
sympathetic approach to those who could not cope 
with their fears would create an avalanche of psy- 

‘iatric disorders that would decimate the ranks of 

e army. Unfortunately, there were a few psychia- 

ists who, perhaps through lack of understanding, 
essumed purely protective roles and considered en- 

‘ronmental manipulation the only possible ap- 
» roach. To some extent this probably exists in civil- 
iin life, and apparently we psychiatrists have not 
‘et convinced our colleagues in medicine that it is 
possible to be understanding and sympathetic but 
not protective; that psychotherapy involves more 
than just arranging the world to accommodate itself 
» the patient (which occasionally needs to be 
lone); that the patient, too, has a responsibility for 
his illness and its treatment, and that life is charac- 
terized by the need to take some chances, by dan- 
cers, difficulties, frustrations and unknowns, as well 
as pleasures, safety, comfort and the familiar. 

The patients of psychiatrists learn this,- but some- 
how these concepts have not yet been transmitted 
to medical colleagues who still suspect that in the 
privacy of psychiatrists’ offices patients are encour- 
aged to act out their suppressed desires without re- 
gard for convention or mores. 

Medical colleagues still manifest their natural re- 
sistances to accepting psychiatric concepts and there 
exists a tremendous need for education in this area. 
We continue to witness the separation of psyche and 
soma and we are just beginning to show in a con- 
vincing way that illness is multi-determined and not 
just something that can be explained by roentgenog- 
raphy and bacteriology. Intensive work with indi- 
vidual patients has taught us much, but it has tended 
in some instances to isolate psychiatrists from the 
rest of medicine. This, plus the public’s traditional 
concept of the physician as one who deals with 
physical illness, medicines and operating rooms, con- 
tributes to the confusion in the public’s mind about 
what kind of physician a psychiatrist is. It is not 
very clear, in the public’s mind, how he differs from 
the psychologist who, to a greater extent than the 
physician-psychiatrist, has become identified with 
child guidance. The unique training of the psychia- 
trist in both organic and psychogenic disorders 
gives him a special competence gained in many in- 
stances through great personal sacrifice. It is grati- 
fying to see how many have been eagerly awaiting 
the opportunity to pass on their experience to stu- 
dents of medicine and psychology and other allied 
professions. The need for their services will surely 
increase as time goes on. There appears to be little 
prospect of the psychiatric specialist’s even coming 
close to meeting the tremendous demands from hos- 
pitals, clinics, correction institutions and industry. 
This would seem to be the responsibility of all of 
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medicine and not just psychiatry. Basic training in 
the fundamentals of psychiatry and psychotherapy 
must be included in the undergraduate medical cur- 
riculum so that all physicians will have some com- 
petence to deal with the infinite number of emo- 
tional and behavioral problems for which they are 
consulted. The physician with special training in 
psychiatry will continue to lead the way through 
basic and clinical research coordinated with intern- 
ists, dermatologists, pediatricians and oncologisis, 
assisted and in many instances guided by other 
members of the psychiatric team which is gradually 
expanding to include the social scientist. Maybe psy- 
chiatry is not too far away from the controlled stud- 
ies, based on valid designs, that have been demanded 
of it for so long. Maybe psychiatry can come to 
grips with the problem of the continually increasing 
numbers of patients in state hospitals even though 
many highly trained psychiatrists show little interest 
in this sickest group of patients, often avoiding get- 
ting involved with such patients and many times 
not even being familiar with the technique of com- 
mitment. 

We must do what we can to discourage the build- 
ing of state hospitals in remote areas. Their con- 
tinued isolation symbolizes the wish to get psychotic 
patients out of sight and out of the way. The public 
needs to face the problem, not deny it—if for no 
other reason than economic. How many people know 
that over half of all the hospital beds in the country 
are for psychotic patients. 

While we have been studying personality dis- 
orders and neuroses, the care of the totally disabled, 
the sickest patients, has been left to the occupational 
therapists, educational therapists, psychologists, so- 
cial workers, hospital attendants, recreational direc- 
tors and even volunteers. Our teachers failed, and 
perhaps we are failing, to interest the younger physi- 
cians coming into the specialty in the truly tremen- 
dous opportunities for research and rewarding work 
in the state (and Veterans Administration) hospi- 
tals. A British colleague was amazed to learn that in 
our land of plenty there are still state hospitals with- 
out a single trained psychiatrist on their staffs. Who 
but the physician should take the initiative in im- 
proving the conditions of state hospitals throughout 
the country so that positions in them will be eagerly 
sought instead of actively avoided. Unless we rise 
to the responsibility, the public may look to other 
groups for help they expect to get from physicians. 

University of California at Los Angeles School of Medicine, Los 


Angeles 24. 
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Industry Calling! 


Is There a Doctor in the House? 


W. P. SHEPARD, M.D., New York City 


“Is THERE A DOCTOR IN THE HOUSE?” is a call that 
physicians sometimes respond to with reluctance, 
for the circumstances are often unfavorable to the 
best use of professional skills. Now, however, there 
is a new call—faint but growing louder—that we 
can respond to without reluctance. Now is the time 
to prepare to answer it. It cannot be ignored by 
organized medicine. I refer to the call of growing 
medical needs in industry from both management 
and labor. 

My discussion will be confined to the preventive, 
diagnostic and medical administrative activities 
commonly provided in the larger industries of the 
country today. I shall not discuss comprehensive 
medical care such as is now provided in some union 
health centers and by some group insurance plans 
to which either union or employer, or both, sub- 
scribe. 

My purpose is to call your attention to industry’s 
need for wise medical guidance and service which 
can be met only by physicians with an understand- 
ing of industry’s needs and opportunities. This 
means an understanding of at least the more com- 
mon toxicological problems, a sense of the vast 
opportunities in preventive medicine to safeguard 
and preserve the health and productivity of the 
worker, and of the important part medical knowl- 
edge and wisdom play in cooperating with manage- 
ment and unions in job placement, and, finally, an 
awareness of the opportunities that exist for much 
needed research in the whole field of occupational 
medicine. 


URGENCY OF INDUSTRY'S NEED 


Medical service is needed in industry today as 
never before. In many parts of the country, especi- 
ally the West, industry is just beginning to awaken 
to this need. The medical profession is as yet largely 
unaware of it. Unless we, as physicians, are prepared 
to heed this call, there is danger that management 


The author is second vice-president, Metropolitan Life Insurance 
Company, and chairman of the Council on Industrial Health of the 
American Medical Association. 
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e@ Medical service is needed in industry by both 
management and labor as never before. Indus- 
try is just beginning to awaken to this need. The 
medical profession is largely unaware of it. Un- 
less physicians are prepared to heed this call, 
there is danger that management and labor will 
come to a bipartisan agreement over the bargain- 
ing table which will specify the amount, quality, 
and price of medical service irrespective of the 
effects of such an agreement on the practice of 
medicine. Such agreements should invariably be 
tripartite—between management, labor and med- 
icine—if we are to continue to strive for medi- 
cine’s traditional ideals: The best of medical 
care for all alike. 

This situation imposes at least two important 
obligations on organized medicine at the national 
level and especially at state and local levels 
where there is industrial concentration: 

1. Provision of a strong and competent com- 
mittee or council whose members are especially 
interested in occupational medicine and who will 
make their presence known to management and 
labor alike, offering to advise with them on all 
medical problems, to mediate their disagreements 
or medical questions, and to help them attain a 
common goal. 

2. Assisting the members of organized medi- 
cine who are interested, to learn more about 
the medical problems peculiar to occupational 


health. 


and labor will come to bipartite agreements over 
the bargaining table which will specify the amount, 
quality, and price of medical service irrespective of 
the effects of such agreements on the practice of 
medicine. Such agreements should invariably be 
tripartite, among management, labor and medicine 
if we are to continue to strive for medicine’s tradi- 
tional ideal: The best of medical service for all alike. 
This ideal will be attained sooner if we can pre- 
serve the freedom under which medicine is practiced 
in this country today. 


SOME REASONS FOR IT 


The present-day situation has caught many of ur 
by surprise. It has evolved as a result of profound 
sociological changes which have come about rathe: 
recently and rather swiftly. Among these changes 
are: 
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1. Unprecedented Migrations 

During and After the War 

In this period of full employment and high wages 
thousands of families have left the farm to go to 
the cities to seek higher incomes. Families living in 
the cities have moved to the suburbs. There has been 
2 special migration from the northeastern and north 
central states to the western states. California alone 
has gained six and a third million inhabitants since 
1940. The migration to this state continues, show- 
ing a gain of two and two-thirds millions since 
1950. If the present rate continues, California will 
exceed New York State in population in 1967.° 


2. Fringe Benefits in Lieu of Increased Wages 


One of the most important occurrences in the 
industrial life of our nation may have escaped our 
attention when it first happened. This was a ruling 
by the courts in 1949 to the effect that so-called 
fringe benefits were a subject for negotiation be- 
tween the employer and employee and, could be 
granted in lieu of increases in wages. Today more 
than 11,000,000 workers have medical fringe bene- 
fits, for which employers pay over $250,000,000.* 
This trend is increasing so rapidly that today’s 
figures are out of date tomorrow. 


3. Voluntary Prepaid Medical Care Plans 


Another phenomenon whose effect on medicine 
we now view with surprise is the unprecedented 


popularity of various forms of prepaid medical and 
hospital care insurance plans. Today well over 100,- 
000,000 persons in this country have voluntarily 
purchased some sort of protection of this kind. In 
1936 fewer than 10,000,000 people were so pro- 
tected.* This trend reflects in part the effectiveness 
of organized medicine in pointing out the dangers 
and fallacies of medical care paid for and regulated 
by the government. Little did we think 20 years ago 
that in 1956 many physicians would receive 60 per 
cent of their fees not directly from their patients 
but from a third party insuring patients. Yet physi- 
cians in various parts of the country report this to 
be the case today. This is not to say that all the 
100,000,000 people so insured (voluntarily) have 
sufficient or adequate protection. Nor is it to say 
that all are satisfied with the protection that they 
now have. There is, however, every indication that 
more and more of this kind of insurance will be sold 
through Blue Cross, Blue Shield or the commercial 
insurance companies, or by groups of physicians 
specializing in this field. 

Medical care insurance is relatively new for many 
of the older and larger insurance companies, and 
many of them are feeling their way to see precisely 
what the public wants, what the physicians want, 
and how they can best satisfy the growing market 
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with plans that are actuarially sound. It was physi- 
cian-sponsored plans, such as Blue Cross, Blue 
Shield and our own California Physicians’ Service 
that pioneered the way. Their service and their ex- 
perience have been invaluable and will continue to 
be so. The other day one of my colleagues in New 
York was decrying the fact that the commercial 
insurance companies delayed entering the field in 
any volume until Blue Cross and Blue Shield were 
well on the way. To this a past president of a New 
York medical society replied, “But you must remem- 
ber, Doctor, it is the reason the rabbit kept ahead 
of the hound: The rabbit was running for his life, 
while the hound was only running for his dinner. 
We in medicine were the scared rabbit. The race has 
been salutary because it has resulted in a firm bul- 
wark against government control of the practice 
of medicine.” 

As I talk with practicing physicians in various 
parts of the country, I find them aware that these 
voluntary prepayment plans, imperfect as some may 
be, must be made to succeed, for if they do not, 
the government will take over. They are also aware 
that the practicing physicians of the country can 
make or break any kind of prepaid medical care 
insurance. They will make it successful if their 
charges are based upon the usual standards, irre- 
spective of the existence of insurance; if they will 
assume their proper role of responsibility in filling 
out reports and certifying only to disability that 
truly exists; and if they will render only services 
that are needed according to the commonly accepted 
standards of good medical practice. Likewise, the 
insurance companies, with Blue Cross and Blue 
Shield, must learn how to simplify the physician’s 
task and how to provide what the public wants at a 
price it can afford. 


4. Awakening of Industry 


Another major sociological phenomenon account- 
ing for our present situation missed the attention of 
many of us. It also occurred in 1949 when the steel 
industry board said publicly: “We think that all 
industry, in the absence of adequate government 
programs, owes an obligation to the workers to 
provide for maintenance of the human body in the 
form of medical and similar benefits, and full depre- 
ciation in the form of old age retirement—in the 
same way as it does now for plant and machinery. 
This obligation is one which should be fulfilled by 
enlightened business management, not when every- 
thing else has been taken care of, but as one of the 
fixed costs of doing business, one of the first charges 
before profits.” As the full significance of this pro- 
found statement has gradually permeated industry, 
it has brought about the increasing demand for 
medical service to which I have alluded. 
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MAJOR PROBLEMS CREATED 


To borrow a word from The King and I, we face 
many “puzzlements” in this area for which we might 
have been better prepared had we known what was 
coming. One of the most important is the dearth of 
well qualified and specially trained physicians will- 
ing to devote their careers to industrial or occupa- 
tional medicine. 

Another “puzzlement” is the indifferent attitude 
on the part of many industries that have been 
pushed by competition or bargaining into a medical 
program, the exact nature of which they do not 
understand. 

Still another problem is the fact that in medical 
school students are given precious little training or 
even orientation in occupational medicine. 

Another problem until recently was the lack of 
provision for postgraduate specialization in occupa- 
tional medicine. 

Perhaps.the most puzzling problem has been the 
fact that 90 per cent of the employers of this country 
and nearly 80 per cent of the workers are in estab- 
lishments where there are fewer than 500 on the 
payroll—too few to justify the employment of a 
full-time, specialized medical director. Thus some 
45,000,000 workers must depend upon a local physi- 
cian who gives only a part of his time to the problem 
for whatever occupational health guidance they get. 

Lastly, industry is literally swamped with medical 
research problems crying for solution. I refer to 
these in more detail elsewhere.® Suffice it to say here 
that the human race has never been surrounded by 
so many man-made hazards. They range from speed 

.and mechanization through potentially toxic new 
products and by-products; from insecticides to food 
adulterants; from unprecedented pollution of our 
air and streams to the products and by-products of 
nuclear fission. It is to the everlasting credit of 
physicians and industrial hygiene engineers that 
this enormous array of man-made environmental 
hazards has thus far brought about no serious 
increase in mortality. The impact of these physical 
agents on man’s physiology and the enormous re- 
lated problems of mental and emotional stresses 
constitute a series of medical research problems 
whose solution is essential to man’s survival. 

I have no doubt that these problems can be solved 
when we set our minds to it. Indeed, there is evi- 
dence that many of them are on their way to 
solution. 


SOME SOLUTIONS 


The best training institutions, of which there are 
already seven or eight in this country, report an 
increasing enrollment of both medical students and 
engineers who wish to pursue careers in occupa- 
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tional health. The type and duration of the training 
needed are being worked out to the satisfaction of 
the Council on Medical Education and Hospitals 0! 
the American Medical Association. Great impetu 

has been given to the solution of this problem b: 
the recent recognition by the Advisory Board o: 
Medical Specialties and the Council on Medica’ 
Education and Hospitals of the fact that industrie 
or occupational medicine is not only a specialt 

within medicine but is respectable. The America: 
Board of Preventive Medicine is now considerin 

more than 700 applications of physicians in thi 

country who wish to be certified as specialists i 

that field. They are preparing an examination an 
a list of those considered eligible to take it. The fir: 

examination will probably be offered next year an’ 
at least annually thereafter. Successful applicant 

will receive certificates attesting their special com 
petence in the field of industrial medicine. This on: 
development alone serves to break the bottlenec: 
which has been impeding progress these many year: 
Thus, physicians will understand better what specia! 
ization in industrial medicine means, and industr: 
will understand better what it may expect fron 
qualified industrial physicians. 


Too many industrial concerns still have little ide 
of what to expect from their medical advisor or what 
he may expect from them. There are those who think 
they can hire a physician as they would an unskilled 
laborer—the employer specifying the wage to be 
paid and the work to be done. A physician accept- 
ing even part-time employment under these condi- 
tions is foolish. This situation will be remedied in 
time, as we hear more and more captains of industry 
express themselves as did Mr. H. W. Anderson, vice- 
president of General Motors, at a recent meeting: 
“The evolution and development of our own health 
maintenance program is in itself a tribute to the 
fine work performed by our staff of some 160 indus- 
trial physicians. They have established themselves 
and the importance of their function through the 
countless evidences they have provided in terms of 
service to employees and in the value of their coun- 
sel to management.”! 

Better orientation of the medical student is on its 
way. A recent conference in Kansas City of pro 
fessors of preventive medicine and medical leader: 
in industry focused attention on the importance of 
preparing young physicians for the fact that withi: 
their first ten years in practice over half of them 
will have had some connection with industry. 

The problem of the smaller industrial concern is 
perhaps our most difficult one, but it is not an 
impossible one to solve. If medical students are 
properly oriented, those who develop a_ natural 
interest in the services they can render industry will 
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tribute greatly to the solution. They do not have 
, become specialists any more than they need spe- 
alize in ophthalmology to prescribe for the com- 
rioner kinds of eye disease. Most physicians now 
-acticing had professors of ophthalmology who 
,ught them the newest and best methods of treating 
ie commoner types of eye disorders and, most 
‘mportant, taught them to recognize the serious eye 
isease which needed a specialist’s attention and to 
refer the patient quickly. Precisely the same thing 
vappens in industry with the part-time local physi- 
ian. He can, with proper natural interest and self- 
education, take care of a great majority of the 
medical problems in industry. Above all, he will 
learn to recognize those which require prompt refer- 
ence to a qualified specialist. He does not need to 
be an expert toxicologist if he can recognize a 
toxicological problem and quickly locate an expert 
consultant. Most state departments of health in 
states where industry is concentrated have consul- 
tants available on short notice. Many ‘university 
medical schools and engineering schools have con- 
sultants readily available. Many highly qualified 
medical experts in this field confine their practice 
to consultations with industry and its medical 
directors. 


So I have no slightest doubt that these “puzzle- 
ments” which face both us and industry today can 
be solved. They need to be solved as quickly as 
possible, and the speed with which they are solved 
will depend upon our recognizing and defining the 
problems accurately, and then working together 
among ourselves and with industry toward their 
solution. 


SPECIFIC TASKS FOR ORGANIZED MEDICINE 


Specifically, there are two important obligations 
on organized medicine at the national level and, 
where there is industrial concentration, at state and 
local levels. The first is the provision of a strong 
and competent committee or council whose members 
are especially interested in occupational medicine 
and who have some competence therein. Under the 
banner of a state or local medical society they 
should make themselves known to management and 
labor alike, offer to advise with them on medical 
problems and to mediate their disagreements on 
medical questions, and to help them attain our 
common goal. To some of the more conservative 
members of medical societies this may seem a 
strange role for us to assume—almost like adver- 
tising our wares. So long as it is done under the 
aegis of the state or county society, there is nothing 
unethical about it, and it fits in very well with what 
our public relations department of the American 
Medical Association and our Council on Industrial 
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Health have been advocating.” Many. will recall that 
it was our fellow member, Dr. John Cline, who, as 
President-elect and later President of the American 
Medical Association, got us off to a good start with 
our public relations. Heroic problems call for heroic 
measures. The proper functioning of such a council 
or committee, under wise and even at times slightly 
aggressive leadership, will go a long way to forestall 
intolerable conditions from which we cannot later 
extricate ourselves. 


This council or committee should be in constant 
touch with labor unions and with various manage- 
ment groups, such as the chambers of commerce, 
local branches of the National Association of Manu- 
facturers, branches of the American Management 
Association, and various trade associations—for 
instance, those in oil, construction, mining, manu- 
facture, and finance. It should have at its disposal 
a list of available, interested physicians, competent 
to do at least part-time work in industry. This 
committee should not hesitate to make clear to an 
industry its need for medical skills, what to expect 
of its medical advisor and his staff, and what the 
medical director will expect from the industry. 


The second obligation rests largely on the shoul- 
ders of the committee or council mentioned above, 
although it remains the responsibility of the state 
society to cultivate at least a receptive attitude on 
the part of all its members. There is no reason for 
serious differences between the physician practicing 
good industrial medicine and his colleagues in other 
types of practice. Differences usually arise from 
misunderstanding. 


The state committee or council on industrial 
health should take responsibility for helping mem- 
bers who are interested to learn more about the 
medical problems peculiar to occupational health. 
These include medical administration in industry, 
toxicology, preventive medicine to safeguard the 
health and safety of the worker, cooperation with 
management and unions in job placement, and op- 
portunities for much-needed research in industrial 
medicine. The state council on industrial health can 
be most helpful by organizing short courses for 
physicians, publishing informative articles in pro- 
fessional journals, abstracting useful articles of com- 
mon interest from the specialist journals, and ar- 
ranging repeatedly and in all parts of the state 
discussion groups among management and labor 
and medicine to consider common problems. This 
is the essence of the program of the Council on 
Industrial Health of the American Medical Associa- 
tion. Its work is greatly facilitated by having a 
counterpart in state societies. 


I look hopefully for the time in the not-too-distant 
future when each practicing physician, specialist 
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and general practitioner alike, will have learned to 
be alert to the health problems involving occupation, 
will think twice or at least seek consultation before 
attributing a given ailment to occupation, will show 
appreciative respect for the opportunities for sound 
preventive medicine offered in industrial surround- 
ings, and for the physician who devotes his special- 
ized medical career to industrial medicine. When 
that time comes, the industrial physician, be he 
part-time or full-time in that field, will be a respected 
colleague and consultant who can be helpful to the 
attending physician in arranging work modifications 
upon return from illness, relieving stresses and haz- 
ards connected with occupation, often assisting with 
diagnosis by providing the medical aspects of the 
patient’s work history, and helping all of organized 
medicine to uphold the unique values of the practice 


of medicine under the freedoms which we enjoy in 
this country today. 
One Madison Avenue, New York 10, New York. 
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Jrifluoroethylvinyl Ether (Fluoromar®) 


A Preliminary Report on Clinical Experience and Animal Experiment 


WILLIAM H. L. DORNETTE, M.D., Los Angeles 


MANy YEARS have elapsed since the first report of 
surgical anesthesia with ether appeared in the liter- 
ature’ and in that time a continuing search has been 
made for a perfect anesthetic agent. Some (cyclo- 
propane, trichloroethylene) have become valuable 
additions to the anesthetic armamentarium. Others 
(chloroform, ethyl chloride), although widely used 
for a time, have gradually fallen into disuse owing 
to toxic side effects. Still other compounds, ethyl 
vinyl ether (Vinamar®) for one, have been intro- 
duced so recently that their exact value to anesthe- 
tists is not yet known. 

A serious drawback to most inhalation anesthetic 
agents is inflammability. In an attempt to produce 
a noninflammable inhalation agent, chemists of 
Ohio Chemical & Surgical Equipment Company ex- 
perimented with various halogenated ethers. They 
found that as the number of halogen atoms in a 
compound increased, inflammability decreased, but 
after a time, so did potency. Fluoromar® (triflu- 
oroethylviny] ether) is a product of this experimental 
work. Trifluorination of the ethyl radical of the 
ether significantly raised the lower limit of inflam- 
mability, thereby making the compound less inflam- 
mable and very difficult or impossible to ignite in 
concentrations within the anesthetic range. 


PHYSICAL PROPERTIES 


Fluoromar is a clear colorless liquid with an 
almost sweet and not unpleasant odor. The faint 
purple fluorescence on exposure to daylight is pro- 
duced by a stabilizing agent, 0.1 per cent phenyl 
alpha naphthylamine. Fluoromar is stored in dark 
brown bottles. However, it appears stable during 
protracted storage even if exposed to sunlight. The 
vapor does not react with hot sodalime, and it has 
been impossible to demonstrate breakdown of the 
molecule in experiments on animals. Nor is there 
any evidence that such a breakdown occurs in man. 
Table 1 lists some of the physical characteristics of 
Fluoromar as compared to diethyl and ethyl vinyl 
ethers, 
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e In observations of 80 cases in which Fluoromar 
was used for inhalation anesthesia it was noted 
that induction was rapid; maintenance although 
labile, was usually smooth; and recovery of re- 
flexes was rapid. Anesthetic complications were 
minimal, and postanesthetic complications were 
limited to nausea and vomiting in no greater in- 
cidence than that expected to follow the use of 
most inhalation anesthetic agents. 

Fluoromar produces rapid, and not particu- 
larly unpleasant, loss of consciousness, and will 
produce complete anesthesia without supplement. 
However, the muscular relaxation afforded by 
Fluoromar is not complete, and delayed recovery 
from anesthesia may follow attempts to produce 
relaxation by deepening too greatly the level of 
anesthesia. 

The inflammability of Fluoromar is less than 
that of other inhalation agents. 


CLINICAL TRIAL 


At the time this report was written Fluoromar 
had been used for anesthesia in some 90 cases at 
this hospital. The report is based on data from 80 
unselected cases. Fluoromar was the primary anes- 
thetic agent in all of them (Table 2). 

There were 44 male patients and 36 female. Most 
of them were in the pediatric age group (Table 3). 
Most were adjudged to be of physical state* one or 
two.® There were no patients of physical states four, 
six or seven in this series. Operative procedures 
included the usual ones carried out in a general 
hospital. 


ANESTHETIC ADMINISTRATION 


Preliminary medication consisted of a belladonna 
drug administered intramuscularly, alone or in com- 
bination with morphine or meperidine, one hour 
before induction of anesthesia. 

Fluoromar was administered as one would ad- 
minister any volatile liquid agent, on the open mask 
and in the ether vaporizer of a gas anesthesia ap- 
paratus. Early in the series it was noted that Fluoro- 
mar, possibly because of its relatively high boil- 
ing point (42.7° C.), was difficult to administer 
smoothly by the open technique. Hence, in the 


*Gradations of physical state: 1—Good condition, elective pro- 
cedure; 2—-Fair condition, elective procedure; 3—Poor condition, elec- 
tive procedure; 4—Bad condition, elective procedure; 5—-Good con- 
dition, emergency procedure; 6—Poor condition, emergency procedure; 
7—Moribund. 
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TABLE 1.—Physical Characteristics of Three Ethers. 





Trade name 

Molecular weight 

Boiling point degrees centigrade 

Vapor tension, mm. mercury at 25° C 

Density of vapor (Air = 1) 

Lower limit of inflammability, per cent in oxygen 
Oil/water coefficient at 37° C 


TABLE 2.—Secondary Anesthetic Agent Used with Fluoromar. 





Agent Number of Times Used 





Nitrous oxide 
Surital intravenously 
Surital rectally 
Diethy] ether 


TABLE 3.—Age of Patients. 





Age (Year) Number of Patients 


TABLE 4.—Duration of Anesthesia. 


Less than 15 min 

15 to 30 min 

30 min. to 1 hour 

1 to 1% hours 

1% to 2 hours 

2 to 3 hours. 

3 to 4 hours 
Ne a, 


TABLE 5.—Recovery of Reflexes in Operating Room. 


Reflexes present, no complications....... 


Emesis during recovery 
Moderate excitement 
No reflexes present 


TABLE 6.—Postoperative Complications. 


Emesis during recovery 

Emesis operative day 

Emesis first 24 hours 

Emesis longer than 24 hours 

Minor complications, miscellaneous 
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Trifluoroethyl- Ethy] vinyl Diethy} 
ether ether 
Vinamar 


vinyl ether 
Fluoromar 

72.1 74.12 
35.8 34.6 


520 540 
2.5 2.6 
2.2 2.0 

45 3.2 


majority of cases (68) administration was by circ!« 
absorption technique. 

The onset of action of Fluoromar anesthesia 
extremely rapid. Because of the odor of the agen’, 
or lack of it, induction is usually not unpleasan. 
and the patient loses consciousness quickly. Reco: - 
ery from anesthesia is likewise usually quite rapic. 

Relaxation, even in deeper planes of Fluoroma: 
anesthesia, is only partial. The extremities are usv- 
ally well relaxed and reductions of fractures an 
dislocations may be accomplished with ease, espec - 
ally in pediatric patients, and relaxation of the al - 
dominal muscles in the younger patients is sufficient 
for repair of hernia, for appendectomy and the like. 
However, relaxation of the mandible for laryngo- 
scopic procedures is difficult to attain, and muscle 
relaxants given intravenously are preferable in suc! 
cases. 

Anesthesia was continued for as short a time as 
15 minutes in some cases to as long as five hours in 
one case (Table 4). Operative complications in- 
cluded emesis during induction in four cases and 
during maintenance in four; laryngospasm, two 
cases; overdose of anesthetic agent, one case; diffi- 
cult but atraumatic intubation, one case. 


POSTANESTHESIA COMPLICATIONS 


Recovery from Fluoromar anesthesia is usually 
extremely rapid, even though anesthesia may have 
been maintained for several hours. However, if at- 
tempt was made to produce deep anesthesia, patient: 
seemed to take much longer to recover reflexes and 
full consciousness, and the incidence of nausea and 
vomiting was higher. 

Data on the recovery of reflexes in the operatin; 
room is given in Table 5. Postanesthetic complica 
tions are shown in Table 6. Thirty per cent o! 
patients vomited after Fluoromar anesthesia. How 
ever, only three of them had severe emesis—longe 
than the first 12 hours after operation. 


LABORATORY STUDIES 


Hepatic damage has been reported following anes 
thesia with divinyl ether.**> Since Fluoromar is 
chemically related to divinyl ether, animal studie: 
were undertaken to determine whether a toxicologic 
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relationship existed. These studies were similar to 
those employed to evaluate ethyl vinyl ether.” 

Six mongrel dogs weighing 6 to 15 kilograms 
each, were subjected to deep Fluoromar anesthesia 
ci one hour’s duration once a week for eight weeks. 
‘To preclude excessive salivation, the dogs were given 
(6.1 mg. of atropine per kilogram of body weight 
intramuscularly one hour before induction of anes- 
thesia. Induction and maintenance of anesthesia 
were by the open technique, and oxygen insufflation 
under the mask and endotracheal technique were 
employed to assure adequate oxygenation. A biopsy 
specimen was taken from the liver by laparotomy 
during the initial anesthetic. At the end of eight 
weeks the dogs were sacrificed and specimens were 
taken from the liver, lungs, heart and kidneys. Mi- 
croscopic sections were prepared with hematoxylin- 
eosin stain. No pathologic change was observed and 
it was concluded that repeated deep anesthesia with 
Fluoromar will not produce anatomic hepatic change 
in dogs. 
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Clinical studies with liver function tests before 
and after Fluoromar anesthesia are in progress to 
determine whether or not there is toxic effect on the 
liver in humans. 

UCLA School of Medicine, Los Angeles 24. 
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Evaluation of Grip Loss 


A Factor of Permanent Partial Disability in California: Summation and Con- 
clusions of the Subcommittee for Study of Grasping Power of the Committee 
on Industrial Health and Rehabilitation of the California Medical Association 


JOHN E. KIRKPATRICK, M.D., San Francisco 


Upon REVIEW of the medical literature on injuries 
of the hand, it was noted that scarcely a line has 
been written concerning the problem of evaluation 
of loss of grasping power. The only complete report 
that has been published to date on this subject is a 
paper by Barritt.2 The only other reference found 
in the recent literature on the use of an instrument 
for measuring grasping power is the report of the 
Subcommittee for Standardization of Joint Meas- 
urements in Industrial Injury Cases contained in a 
book titled “Evaluation of Industrial Disability” 
which was compiled by Thurber.* In this book a 
pneumatic dynamometer is mentioned, a picture of 
the Geckeler dynamometer is shown, and the sub- 
ject concerning grasping power is briefly discussed. 

At present there are only three types of instru- 
ments available to determine comparative loss of 
grasping power between the injured and normal 
hand. The Geckeler dynamometer is a pneumatic 
instrument which depends upon the compression of 
_ a column of air by means of a conventional rubber 
bulb, such as is used on a blood pressure cuff, to 
propel air into a gauge which registers the increase 
in air pressure produced by pinching the bulb. At 
one time there was an idea that a blood pressure 
cuff could be rolled up and inflated and that a 
comparative determination of grip could be obtained 
by having the patient squeeze the partially inflated 
cuff. It was found that differences in basal starting 
pressures could produce almost any kind of reading, 
and that bounce by a quick jerk could squirt the 
mercury or dial hand through its entire range and 
give completely abnormal and improper readings. 
Barritt stated that the use of the blood pressure cuff 
in the taking of grip measurements was not accept- 


able. 

The Collins dynamometer, sometimes called the 
Misdom-Frank, is an oval spring device which de- 
pends entirely on compression of a steel spring 
registering the amount of compression of the spring 

Presented before the Section on Industrial Medicine and Surgery at 
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e Loss of grasping power is a ratable factor of 
permanent partial disability by the Industrial Ac- 
cident Commission of the State of California. The 
ratings that issue therefrom are based upon the 
proportion of grasping power actually lost as a 
result of the injury sustained. The conditions 
which most frequently impair grasping power 
are, (1) amputation; (2) limited motion of dig- 
its, wrists, forearm, elbow or shoulder; (3) pain; 
(4) muscular weakness. The examining physi- 
cian can greatly facilitate proper rating if he 
carefully and fully reports data needed by the 
I.A.C. Grip readings should be measured by the 
most precise instrument which can be obtained. 
Makeshift devices such as using a blood pressure 
cuff are not acceptable. A committee of the Cali- 
fornia Medical Association appointed to study the 
subject of loss of grip for purposes of establish- 
ing compensation rating, concluded that a dyna- 
mometer that registers pounds force is preferable 
to one registering pressure. 


through gears which activate a pointer on a dial. 
The oval spring on this type of dynamometer is 
not made with uniform or calibrated resistance and 
consequently a wide variation in comparative figures 
can be obtained with different instruments, no two 
being alike in so far as resistance is concerned. Some 
of the instruments have a spring so weak that the 
comparative result is of no practical value because it 
offers so little stimulus to the grasping effort, and 
in some the spring is so strong that the resistance 
causes the patient to balk at applying his best efforts. 
Another fault frequently encountered is that the edge 
of the spring gouges into the soft tissue of the han: 
to the extent that it causes pain even in an uninjure‘ 
hand, which keeps the patient from gripping hi: 
best. Some investigators have padded the sprin; 
with sponge rubber, which has helped to reduce the 
gouging effect. 

The third type of dynamometer uses a sealed hy 
draulic system which registers force in pounds. 


Sanderson® described quite correctly the differ- 
ence between measuring grip pressure and grij) 
force as follows: 


“It is important to emphasize that force and 
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Figure 1—Jamar dynamometer. 


pressure are two widely different physical items. 
Pressure is the measure of an intensity of force over 
an area. The wide difference between force and 
pressure is well illustrated by the simple experience 
of standing on the floor on one foot, then stepping 
on a marble, and finally, for extreme emphasis, upon 
the point of an upwardly protruding nail. Exactly 
the same force is involved in each case. The weight 
is the weight of the stepper. In the first case the 
weight is supported by the area of contact with the 
entire foot and the pressure is approximately 60 
pounds per square inch depending upon the weight 
of the stepper and the size of his foot. The pressure 
in the case of stepping upon a half-inch marble is 
approximately 760 pounds per square inch for a 
man weighing 150 pounds. The same man stepping 
on a moderately pointed nail, the diameter of the 
point equal to 1/50 of an inch, will feel a pressure 
of approximately 478,000 pounds per square inch. 
The latter far exceeds the strength of the tissue and 
accounts for the failure of said tissue and the pene- 
tration of the nail into the foot. The important point 
to understand is that pressure is force divided by 
area. In the above illustration the same force was 
involved in each case but the pressure varied from 
approximately 60 pounds per square inch to 478,000 
pounds per square inch, solely because of the effect 
of the change in area of contact. 


“Precisely, this is the same relationship involved 
in measuring grip. It is impossible to correctly 
measure grip by measuring pressure. A small hand 
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or hand having amputated fingers having a mod- 
erate grip would develop a large grip pressure. A 
large hand, having the same useful grip as far as 
the ability to perform manual work is concerned, 
would develop a small grip pressure because the 
same force is spread over a large area. To employ 
grip measurement as a mark of ability to perform 
manual labor is a scientific, objective approach to 
the quantitative measurement of physical ability. It 
is important, therefore, that grip force be employed 
and not grip pressure. 

“Devices which measure grip pressure by squeez- 
ing a bulb filled with fluid, liquid or air. or one of 
the common spring dynamometers, can only meas- 
ure the pressure of grip. Grip can only be measured | 
by a force-measuring instrument. 

“An instrument measuring grip must respond to 
the force of the grip, only. Such an instrument 
would be properly called a Grip Dynamometer. It 
must not be influenced by the area of contact be- 
tween the hand and the instrument. So long as the 
grip is the same it must show the same reading 
whether the squeezing hand has one or more fingers 
missing or whether the hand is large or small. It 
must show the same reading and the same value of 
grip upon repeated trials regardless of the person 
who makes the observation. 

“Therefore, the basic physics of grip measure- 
ment should be summarized as follows: 

“1. Grip is a force. 

“2. Grip is not pressure. 

“3. The measurement of grip must be in force 
units such as the pound or the gram.” 

Five or six years ago Sanderson* manufactured 
several instruments of the kind he advocated. and 
he has persistently tried to perfect them but to date 
such instruments are not being manufactured in any 
quantity. 

The sealed hydraulic system instrument which this 
Committee* studied is the (Bechtol) Jamar dyna- 
mometer, completely remodeled and perfected to the 
extent that its sealed hydraulic system is as nearly 
leakproof as any mechanical appliance can be made 
(Figure 1). It is equipped with a sensitive gauge 
which is calibrated in pounds per square inch 
(pounds force), and there is a recalibrator on the 
face of the gauge for adjustment if any minor 
change in the pressure should occur. The handles are 
effectively shaped to fit the hand, made of aluminum, 
smoothly sandblasted, for comfort and light weight. 
When the instrument is grasped, only a small frac- 
tion of an inch of motion is required to register the 

*The Subcommittee for Study of Grasping Power of the Committee 


on Industrial Health and Rehabilitation of the California Medical 
Association. 
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maximum reading of 200 pounds, an isometric 
feature. 


The original Jamar grip tester was the result of 
three years of study by an engineer and an anatomist 
with the counsel of four eminent orthopedic special- 
ists. Recently Asimow! reengineered and improved 
this instrument, retaining the isometric principle 
and a hydraulic system sealed under vacuum. It is 
now being manufactured in quantity. 


The Council of the California Medical Associa- 
tion in October, 1954, authorized Packard Thur- 
ber, Sr., M.D., chairman of the Standing Committee 
on Industrial practice, to appoint a subcommittee 
to study and evaluate various grip measuring de- 
vices and problems concerning measurement of 
grasping power. Following are the names of the 
members of the subcommittee he appointed: John 
E. Kirkpatrick, M.D., San Francisco, chairman; 
J. L. Barritt, M.D., San Francisco, medical director 
of the Industrial Accident Commission, State of 
California; Paul Beddoe, M.D., medical examiner, 
Industrial Accident Commission, Los Angeles; and 
A. W. Hoaglund, M.D., Los Angeles, medical direc- 
tor of Pacific Indemnity Company. 


Appointed as advisory members of this sub- 
committee were: Mr. Eli Welch, San Francisco, 
supervisor of the Permanent Disability Rating 
Bureau, Industrial Accident Commission; Mr. Jerry 
Crowley, permanent disability rating specialist, In- 


dustrial Accident Commission, Los Angeles; Pack- 
ard Thurber, Sr., M.D., Los Angeles, ex-officio 


member. 


The first meeting of this subcommittee was held 
on December 10, 1954, all members being present. 
The program of study was outlined and the com- 
mittee then agreed that several Jamar instruments 
should be supplied to the medical departments of 
the Industrial Accident Commission in San Fran- 
cisco and Los Angeles for trial use by their medical 
examiners in order to make a study of the com- 
parative value of the several dynamometers in 
current use for the determination of loss of grasping 
power. The Council of the California Medical Asso- 
ciation on April 3, 1955, appropriated the money 
to supply several of these instruments. 


On June 1, 1955, Mr. S. W. McDonald, chairman 
of the Industrial Accident Commission, approved 
a survey study to be made of the different types of 
dynamometers used in Commission cases by the 
several physicians in the Medical Bureau—J. L. 
Barritt, M.D., Paul Beddoe, M.D., Gerald F. Doyle, 
M.D., Wm. H. Harrison, M.D., George Jones, M.D., 
Sam Kerlan, M.D., and Ben Sharpton, M.D. They 


made comparative tests over a period of five months. 


The opinion of each of these examiners was 
studied at the next meeting of the subcommittee 
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which was’ held in Los Angeles on December 2, 
1955. The entire subcommittee was present. Also, 
Jerome Shilling, M.D., chairman of the Committee 
on Industrial Health and Rehabilitation of the 
California Medical Association, was present in an 
advisory capacity. H. C. Sanderson, M.D., a member 
of this committee, could not attend. At this meetine 
it was decided to put the conclusions of the sub- 
committee into the form of an instructive article 01 
the evaluation of grip loss. 

The next meeting of the subcommittee was hel! 
on February 10, 1956, in Los Angeles. All members 
and advisory members were present. An outline c{ 
the paper that had been recommended at the pre 
ceding meeting was presented. Drs. Barritt, Beddo.: 
and Thurber and Messrs. Welch and Crowley co 
laborated and contributed to the article outlining th » 
evaluation of grip loss. 

The information which the committee felt shoul | 
be distributed to the members of the Californi. 
Medical Association in pamphlet form is as follows: 


EVALUATION OF GRIP LOSS IN CALIFORNIA 


Loss of grasping power is a ratable factor o! 
permanent disability in California. The Industrie! 
Accident Commission desires that dynamometer 
readings of both hands be given in all examinations 
of an upper extremity made for rating purposes. 

Ratings are based on the percentage of grasping 
power actually lost as a result of the injury being 
reported upon. In estimating this percentage the 
uninjured opposite hand is used as a basis for com- 
parison. In most persons, however, the grip in the 
major hand is stronger than that in the minor. The 
Industrial Accident Commission has assumed for 
reasons of expediency, that the grip is 10 per cent 
greater in the major hand. 

The determination of grip loss based on dyna- 
mometer readings is made as follows: 


Example: Injured 


Major 


Uninjured 
Minor 


Average of 3 dyna- 
mometer readings 70 100 
(10% greater in 


10 
Estimated normal .. 


Major actual grip.... 


40/110 
(Gives 36% grip loss 

in major hand.) 

The factors which most frequently result in los: 
of grasping power are: (1) Amputation, (2) limited 
motion of hand, wrist, elbow or shoulder, (3) pain, 
(4) muscular weakness. 

A careful evaluation of these factors will usually 
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ESTIMATED APPROXIMATE 
PERCENTAGE OF GRIP LOSS 
DUE TO AMPUTATION 


FOR LOSS OF ENTIRE FINGER 


FOR PARTIAL LOSS OF ANY FINGER 
approximate loss at: 
middle joint- 
3/4 of value of finger 
distal joint- 
1/5 of value of finger 


Figure 2 


give the examiner a general idea regarding the grip 
loss which may be expected. It would be an ex- 
tremely rare case in which only one factor contrib- 
uted to grip loss, but for purpose of discussion it is 
assumed that the cause indicated is the sole cause. 


|. Grip Loss Resulting from Amputation 


Figure 2 illustrates the loss which is approximately 
that found following amputation alone. 
Grip loss in cases of amputation will be increased 


YOL. 85, NO. 5 - NOVEMBER 1956 


if such factors as pain, limited motion, tender stump, 
scars, incoordination and muscular weakness are 
associated. 


2. Grip Loss Resulting from Limited Hand Motion 


Evaluation is best made by considering the dis- 
tance which the fingertips miss the mid palm in 
flexion. This distance should be reported in all hand 
injuries, preferably on the standard form supplied 
for the purpose by the Industrial Accident Com- 
mission (see example, page 318). 

It is impossible to estimate grip loss resulting 
from limited motion with any degree of accuracy. 
The following are probably rough approximations 
of grip loss to be considered by the examiner to 
determine if the case is ready to be rated. 


Estimated Approximate Grip Loss Due to Limited Motion 





Misses Mid 
Palm Over 
2 Inches 


Misses 
Mid Palm 
1 Inch 


Misses 
Mid Palm 
2 Inches 


Misses 
Mid Palm 
\% Inch 


25% 15% 5% 
30 20 5 
20 10 5 
10 5 0 


Fingers 


With certain limitations of motion, a person may 
have a normal grip for large objects and yet have a 
complete loss of grip for small objects. The dyna- 
mometer readings in these cases will depend on the 
type of dynamometer used to some extent. If a 
dynamometer is used which has an adjustment mech- 
anism to permit varying the span of the grip, the 
setting should be the same for each test of both 
hands and should be stated in understandable terms. 


3. Grip Loss Resulting from Pain 


In California, grip loss that is a result of pain* is 
just as ratable as loss due to amputation or other 
pathologic condition. Grip loss may result from pain 
in the hand, the wrist, the elbow and even the 
shoulder. When pain is a factor in grip loss, care 
should be taken to be sure that the condition is ready 
for rating. It should be emphasized that in many 
cases of injury to the hand, rating is decided upon 
much too early. 


4. Grip Loss Resulting from Muscular Weakness 


Muscular weakness existing at the time a case is 
ready for rating is usually associated with atrophy, 


*The Industrial Accident Commission has adopted the following 
recommendations and definitions of subjective disability: 

Subjective disability can best be evaluated by: (1) A description of 
the activity which produces the disability. (2) The duration of the 
disability. (3) The activities which are precluded and those which can 

performed with the disability. (4) @ means necessary for relief. 

The following definitions were developed: (1) A severe pain would 
preclude the activity a the pain. (2) A moderate pain 
could be tolerated but would cause mar! handicap in the perform- 
ance of the activity precipitating the pain. (3) A sight pain could be 
tolerated but would cause some handicap in the performance of the 
activity precipitating the pain. (4) A minimal pain would constitute 
an annoyance, but causing no handicap in the performance of the par- 
ticular activity, would be considered as non-ratable permanent dis- 
ability. 
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INDUSTRIAL ACCIDENT COMMISSION 
ROUTINE UPPER EXTREMITY MEASUREMENTS 


Circumference Biceps 


(Inches) 
Motions: inj/uninj,(* ) 


Shoulder: Abd. _.. ea ith aI Se oa ae te Forearm Pron. —............./_............ 
NN a BS nn 
Ext. 


Elbow:  —_ 
a eo 


! 
' 


~~ 


Hand: - - Re Major 
, Proximal Middle — 


f | Finger tips 
Thumb “a XXXXxXxXxXX | vine miss ae inches 


(Flex xxXxxXxXxXXxXX ; 


a, d, Dist. 


== 
| 
(Ext R. 170/180 165/180 | 
2 
ea 


( 
(Flex 


(Ext 
( 
(Flex 
(Ext 
( 
(Flex 
(Ext 


( 
(Flex 
Thumb: (Abd... De scaiasitc . (degrees) 


( 
(Add. Tip misses head of 5th MC... Tpit i 


i ings 
Grip (dynamometer readi & e Key to abbreviations: 
Abd. = Abduction j 
Flex. = Flexion | 
IR. = Internal rotation [ 
z R. = External rotation } 
Ext. = Extension } 
Add. = Adduction i 
=. = Pronation 
= Supination 


24, 100 
Average / Grip ‘loss 16/110 = 15% grip ‘loss. sf — 


* In case of bilateral disability state estimated normal as Abd. 140/160 (estimated normal 180). 


MEASUREMENTS NOT SHOWN ARE CONSIDERED NORMAL |_ttisi.=Usiniure 


Form M-35A (NEW 11-35) Surgeon executing blank sign here 
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and measurements of girth of arm and forearm of 
oth injured and uninjured extremities are neces- 
cary in every rating report. Most persons doing 
.ctive work have a greater girth on the major side. 
Chis difference in girth may vary from none at all 
in the case of frail female clerical workers, to 7% 
f an inch in husky males in certain trades. Equal 
ilateral measurements of girth in active persons 
isually indicates atrophy of the major side. A small 
lecrease in girth on the minor side usually does not 
nean atrophy. 


. Grip Loss from Weakened Extensor Mechanism 


It should be borne in mind that before an ade- 
quate grip can be made, there must be a preliminary 
fixation of the extensor muscles. Without this pre- 
liminary fixation, there can be no normal grip. This 
is a not infrequent cause of grip loss following 
tenosynovitis and following certain injuries to mus- 
cles and nerves. 


6. Dynamometers 


The evaluation of grip loss is a medical problem 
involving many factors. The dynamometer is only 
one of the methods by which grip loss is evaluated. 
There is at present no type of dynamometer which 
will show exactly what the grip loss is. 

Grip readings taken by means of a sphygmomano- 
meter cuff or bag are believed to be very inaccurate 
and are not acceptable to the Industrial Accident 
Commission. 

Two subcommittees under the sponsorship of the 
California Medical Association have studied the dy- 
namometer problem. No machine has as yet proved 
to be entirely satisfactory. At present the Jamar* 
dynamometer (Figure 1) is being studied. Prelimi- 
nary tests have shown it to be apparently a very 
good machine. The machine certainly warrants fur- 
ther study and may prove to be the most satisfactory 
of any available thus far for general use. 

Any dynamometer must be used with intelligence. 
Some of the factors which may make dynamometer 
readings invalid are: 

1. Preexisting injury to the extremity being ex- 
amined. 

2. Preexisting injury to the opposite extremity, 
making it unsuitable for grip comparison. 

3. Failure of the patient to cooperate or to put 
forth his best efforts. 


4. Confusion as to which is the major hand. 
5. Inadequacy of the dynamometer itself. 


7. Reporting Grip Loss 


Premature attempts to establish a rating for any 
injury cause inconvenience to the employee, the 


*The Jamar dynamometer may be purchased from Asimow Engi- 
neering Company, 12505 Sarah Street, North Hollywood, California. 
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employer and the Industrial Accident Commission. 

Physicians reporting on upper extremity indus- 
trial injuries can do much to prevent financial 
hardship to the injured workman and the employer 
by giving careful attention to the matter of grip. 
The importance of this will be realized when it is 
noted that complete grip loss in the major hand of 


a carpenter 60 years of age amounts to a pecuniary 
consideration of $7,560. 


If the examiner feels that the grip loss as shown 
by the dynamometer reading does not indicate the 
actual grip loss due to injury, he should so state. He 
should in addition give his own estimate, in per- 
centage, of what he feels the actual grip loss is. 
(Refer to items 1 and 2 of this report.) He should 
state the reasons for his opinion. 


The examiner should do this only after a careful 
evaluation of all the factors which may have caused 
grip loss. He should substantiate his opinion with 
complete measurements of both upper extremities. 
He should describe the original injury, if he has not 
already done so, as well as the course and duration 
of treatment and the end result. 


Such statements as, “The knuckles do not blanch,” 
and “The forearm muscles do not tighten,” are not 
given much consideration. If there is no ability to 
grip, then blanching and tightening can hardly be 
expected to be present. On the other hand any one 
can simulate tremendous effort without making any 
actual grip. 


The following should be reported in every upper 
extremity examination, made for rating purposes: 

1. Dynamometer readings of injured and unin- 
jured sides. 


2. Girth in inches of both arms and both fore- 
arms. 


3. Complete comparative measurements of each 
joint of the extremity, unless it can be stated that 
measurement has shown the joint range to be equal 
to the opposite normal. 


4. Distance in inches which the finger tips miss 


the midpalm. 


5. A description of any preexisting grip loss of 
the injured extremity. 


6. A description of any preexisting grip loss of 
the opposite extremity, together with the examiners 
estimate of what the normal grip should be. (Refer 
to items 1 and 2.) 


7. A statement regarding which is the major 


hand. 


The upper extremity form? has been found by the 
Commission to facilitate the reporting and rating 


+The upper extremity Form M-35A can be obtained from the In- 
dustrial Accident Commission, San Francisco, by request to Dr. J. L. 
Barritt, Medical Director. 
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of upper extremity disabilities. In addition it saves 
the examining physician’s time during the examina- 
tion and when reporting his findings. 

In conclusion, this Committee unanimously agreed 
that the physical principle of the pounds force type 
of dynamometer is more acceptable than the prin- 
ciple of the pressure types of dynamometers for the 
quantitative measurement of grasping power; and 
furthermore, this committee unanimously agreed to 
recommend the new Jamar dynamometer as the 
most acceptable instrument manufactured at this 
time, bearing in mind that with progress in engi- 
neering some better method or instrument may be 


developed to more accurately study comparative 
grasping power. 
516 Sutter Street, San Francisco 2. 
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Surgical Repair of Corneal Injury 


[N ALL CASES of injury to the cornea it is most im- 
»ortant to have a careful, complete history. This must 
include exactly what the patient was doing when the 
injury occurred. Next the first aid and subsequent 
‘reatment must be evaluated. It is important to know 
if anything was removed from the eye and if there 
is anything in the history to indicate the possibility 
of a deep or penetrating injury or the presence of 
an intraocular foreign body. An x-ray examination 
is often indicated from the history alone. 

In the examination, before any fluid is instilled 
or anything removed, the vision of each eye sepa- 
rately must be determined and recorded. In cases 
of painful injuries the lids must be held open and 
the vision determined. The examination is then 
completed in minute detail. 

Deep nonpenetrating wounds of the cornea are 
of two types, tangential and flap (Figure 1). If 
considerable time has elapsed before examination, 
little can be done except excise the flap, for the 
tissue is by then already necrotic. For the early 
cases much can and should be done. Usually the 
injuries are extensive and the pupillary area is 
involved. At operation after debridement and irri- 
gation with saline solution, the extent of damage 
and length of the wound are determined with the 
spatula. Sutures are then placed, starting in the flap 
and ending in normal corneal tissue (Figures 2 and 
3). The sutures must be placed with extreme care 
and exactness. If a suture is not well placed, the 
surgeon should not hesitate to remove it. 

Occasionally even under the slit lamp it cannot 
be definitely determined that a wound extends all 
the way through the cornea. Usually if the cornea 
is penetrated, the intraocular tension is lower than 
normal, but it may not be if the wound is small. 
Contrariwise, the pressure may be low without pene- 
tration, as in some cases of contusion. An aid to 
diagnosis in doubtful cases is to put a drop of fluor- 
escein in the conjunctival sac. In penetrating 
wounds, a green color then is seen immediately in 
the anterior chamber as viewed under the slit lamp. 


PENETRATING WOUNDS 
All leaking wounds, open and/or perpendicular to 
the surface of the cornea are dangerous and should 
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e Operations on the cornea relating to trauma 
are discussed, and included are tangential flaps, 
corneal injuries, old adherent leukoma, and op- 
tical iridectomy. Variations from the usual tech- 
nique and the immediate surgical closure of cor- 
neal wounds are emphasized. 


be closed promptly. The lids have a milking action 
which results in a loss of aqueous fluid and entrance 
of conjunctival fluid into the anterior chamber. 
Severe infection may rapidly follow. 

No two penetrating wounds of the cornea are the 
same. In general, wounds in the periphery heal 
better than those in the central area. Lacerations in 
the periphery often extend into the sclera and are 
nearly always complicated by prolapse of the iris. 
Wounds involving the sclera are usually the more 
serious, for the sclera overlies the ciliary body. Such 
wounds frequently are slow to heal, with the globe 
remaining soft and low-grade uveitis persisting. In 
such cases sympathetic disease in the other eye is 
likely to occur. Penetrating wounds of the center of 
the cornea are more often leaking; perpendicular 
ones complicated by lens damage. Such wounds 
always heal slower than those about the periphery, 
probably due to the fact that the nutrition of the 
central cornea is less than that at the periphery; 
and there is usually considerable visual loss. 


OPERATIVE PROCEDURE 


For corneal suturing it is of paramount impor- 
tance to have magnification such as the Zeiss tele- 
scopic loupe, to have instruments in good repair and 
to use fine, sharp needles and thin, strong braided 
silk. The Griesharbor or Kalt, or Ethicon atraumatic 
needles with 6-0 braided silk are recommended. 
Anesthesia must be deep, either local or general, 
and in either a retrobulbar injection of procaine 
with epinephrine is recommended. If the wound is 
extensive, the eyelids are sutured back out of the 
way. The wound is examined and any foreign sub- 
stance removed. An iris spatula is inserted and 
moved gently in the wound to determine the width 
and depth, and the number of sutures needed is 
estimated. In general, one corneal suture should be 
put in for every two to three millimeters of wound 
length. The sutures are placed before any of the 
complications are dealt with. In a jagged or angled 
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wound one or more single sutures at the apex of the 
“V” is required, and the closure may be extremely 
difficult. 
For placing a mattress suture, toothed fixation 
forceps are used to grasp the edge of the wound a 
little to one side of the point at which the needle is 
to enter the cornea (Figure 4). The needle is passed 
into the cornea about one millimeter from the edge 
of the wound and nearly perpendicular to it. The 
tip of the needle emerges in the cut surface. The 
fixation forceps is then applied to the opposite 
edge and the needle is passed into the cut surface 
directly opposite. The tip comes out on the corneal 
surface one millimeter from the edge of the wound, 
and the needle is pushed far enough so that two to 
three millimeters of it extends above the surface. 
Then, without relaxing the hold on the cornea with Figure 1.—Large, nenpentirating flap wound of th 
the toothed forceps, the tip of the needle is grasped _ cornea. 
with a needle holder and pulled through (Figure 5). 
After the needle has been passed well through the 
second side of the wound, broad fixation forceps 
may be substituted for the narrow ones used to 
place the first suture. The broad forceps are placed 
at the point of emergence of the needle from the 
cornea. Then, by using slight counter pressure, the 
needle can be pulled through the cornea as before. 
The pull must be steady and firm, for jerking it 
would tend to increase complications. Repeated ap- 
plications of the forceps are unnecessary. 
After the sutures have been placed, attention is 
given to the complications. In small wounds in 
which the iris is caught or has adhered to the inner 
surface of the cornea, it usually can be freed by 
irrigation or stroked loose with an iris spatula. A 
few drops of sterile epinephrine in an eye with an % 
open wound will give a rapid, maximal dilatation Figure 2—Closing large, nonpenetrating flap wound of 
and may pull the iris free when the pupillary portion cornea. 
is caught in a centrally located laceration. Iris in- 
carceration near the base is freed with the iris 
spatula and a small peripheral iridectomy is done 
before the sutures are tied. An air bubble maintains 
the depth of the anterior chamber (Figure 6). 
When the iris is prolapsed, a decision must be 
made as to whether or not to attempt to replace it. 
If the wound is only a few hours old, if the prolapse 
is small, or if the iris has prolapsed with the place- 
ment of the sutures, it should be reposited or irri- 
gated back to its normal position, and then the 
sutures should be closed and an air bubble put into 
the anterior chamber. 
When the patient is not seen until some time after 
the wound occurred, the edges of the corneal wound 
are gray and edematous when first observed, due 
to the absorption of aqueous fluid, and it is probable 
the tissues are already infected. Yet the edges should 
be approximated as in the procedure just described. : : 
Prolapse of the iris must be dealt ois as in a recent — Fats SOREN ayy ween 
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wound, except that in the case of old wounds the iris 
ray never be replaced, but must be excised. After 
lacement of the sutures, the prolapsed portion of 
he iris is grasped and pulled out slightly. Then, 
vith the scissors flat on the cornea, the necrotic, 
infected iris is excised. The iris in the eye pulls free 
f the wound by the elasticity of the tissue. The 
vound is then closed and the sutures are tied. The 
anterior chamber is deepened with a bubble of air. 
After a prolapsed portion of iris has healed in a 
wound, as in cataract operations, or if a portion 
nas not been completely freed from a penetrating 
injury, after 24 hours it cannot be freed from the 
wound by medication. 

Air is retained by the anterior chamber better 
than fluid. The air is absorbed more slowly and 
keeps the iris and lens more posteriorly placed so 
that synechia and adhesions do not form in the 
healing. A purple-tipped glass irrigator is the pre- 
ferred instrument for introducing air. In all oper- 
ations in which instruments enter the anterior cham- 
ber, whenever possible the point of entrance should 
be over the iris rather than over the lens, for the iris 
is less easily damaged. 

Should the corneal laceration be extensive with 
vitreous or a portion of the lens in the wound, 
the sutures should be preplaced as in the procedures 
already described. If the lens is not greatly swollen, 
lens tissue, especially capsule, is cleared from the 
wound and the sutures closed. In cases of extensive 
damage to the lens, the sutures are placed but are 
not tied until as much of the lens as can be removed 
easily, either directly or by irrigation, is taken from 
the wound. Prolapsed vitreous, if present, is excised 
after the sutures are tied. After an air bubble is put 
in the anterior chamber the iris repositor is used 
to free the wound. Often the air must be replaced 
after this procedure. In cases of lens or vitreous 
prolapse, wide iridectomy is performed. When the 
lens capsule is opened widely, a cataract extraction 
is usually necessary in the next two to four days. 


If lens material, especially capsule, is allowed to 
heal in a corneal wound, a fistulous tract usually 
results, and epithelial downgrowth is likely to occur. 
If the rent in the lens capsule is small and closes 
immediately the cataract may remain localized and 
not spread to include the entire lens. 


Vitreous in the wound means that vitreous is in 
the anterior chamber, with the possibility of sec- 
ondary glaucoma. Lens dislocation, partial or com- 
plete, may be a complication, and bullous keratitis 
is frequently a late result. 

Conjunctival flaps alone to cover corneal wounds 
are mentioned to be condemned. If the eye is so 
severely damaged that a conjunctival flap is the only 
procedure available, then in most cases enucleation 


VOL. 85, NO. 5 - NOVEMBER 1956 








Figure 5.—Maintaining the grasp on the second edge as 
the needle is pulled through. 






Figure 6.—Air bubble is put into the anterior chamber 
after sutures are closed. 
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Figure 8.—Freeing of iris in adherent leukoma. 


would be the best operation. It has been repeatedly 
observed in examination of enucleated eyes that 
corneal wounds covered only with conjunctival flaps 
heal poorly and that complications are many. 

Sometimes, if only a small piece of corneal tissue 
is missing, it is possible to excise a triangle or 
triangles of tissue to make the wound linear and 
then suture it. Usually, however, if there is much 
loss of tissue the eye is so severely damaged that 
enucleation should be done. 


Some scars of the cornea may remain painful 
after apparently complete healing has taken place. 
This may be due to bacteria which remain active 
in the scar. Cautery or thermophore application to 
the area usually clears this condition. In the occa- 
sional case in which this treatment is not successful, 
excision of the scar may be necessary. The pro- 
cedure for doing this is also applicable to cystoid 
cicatrices, fistula of the cornea and old iris prolapse 
at the limbus. In this procedure, lid sutures are 


324 


required. The area around the scar to be excised is 
outlined and the incision made about one-half the 
depth of the cornea with a Bard-Parker knife. Mat- 
tress sutures are placed as for corneal wounds 
(Figure 7). The start is one millimeter from the 
edge, then out in the cut. The needle then is placed 
in the cut on the opposite side and is passed 
through to emerge one millimeter from the edge. 
As an assistant holds the sutures out of the way 
the wound is gradually deepened with short lighi 
strokes of the knife held perpendicular to the sur 
face. After the anterior chamber is entered, the 
excision is completed with Stevens scissors. The pre. 
placed sutures then are pulled tight and tied, an: 
the anterior chamber is deepened with an air bubble. 
If the incision is near the limbus a conjunctival fla; 
may be pulled over, but this is not necessary. 

In adherent leukoma following penetrating injury 
perforated corneal ulcer or corneal transplant, th: 
following surgical procedure is used.’ A conjunc 
tival flap is raised in the quadrant of the scar and 
dissected down to the limbus closest to the adherent 
iris. An assistant retracts the conjunctiva back ove: 
the cornea. About 1.5 to 2 millimeters from and 
parallel to the limbus an incision is made through 
the sclera with a Bard-Parker knife. After the sclera 
has been cut through, the incision is enlarged to 
about 4 millimeters with the tip of the knife. A 
cyclodialysis spatula is introduced into the wound 
(Figure 8) and the conjunctiva is pulled toward 
the fornix so that the cornea is uncovered. The 
spatula is passed into the anterior chamber and the 
adhesion is broken by passing the blade between 
the cornea and the plane of the iris. This is done by 
a gentle rotation of the handle of the instrument. 
In this way the iris is actually torn loose from the 
scar. Often the sphincter is included in the adhesion 
and an irregular pupil is the end result. An air 
bubble is injected into the anterior chamber with 
a Randolph needle on a 2 cc. syringe. Usually no 
suture is required in the scleral wound and a simple 
running black-silk suture closes the conjunctiva. 


Resection of corneal scars alone without grafting 
is almost never done since lamellar keratoplasty is 
only slightly more difficult and excellent results are 
much more often obtained. An addition to the 
techniques of either lamellar or full-thickness cor 
neal transplantation is the use of about 15 direct 
corneal sutures, with preplacement of four sutures 
before the graft is cut from the donor eye. This can 
be done after the trephining, but before the graft 
is completely cut free. 

Superficial corneal foreign bodies are all removed 
and curettement carried out under a slit lamp with 
deep cocaine anesthesia. If a ring of rust is present 
it is completely removed at the first visit. Ferrous 
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Figure 9.—Wide stenopeic slit, one-half occluded. 


metals and copper imbedded in the cornea produce 
severe reactions. Even if they are partly in the an- 
terior chamber, they are removed by enlarging the 
wound of entrance with a cataract knife and then 
pulling them out with a magnet, or are grasped 
with fine, pointed forceps and withdrawn. Cilia, 
glass and other foreign bodies are removed in the 
same way. 

In some cases of scarring of the pupillary area 
of the cornea with reduced vision, optical iridec- 
tomy has proven of value. The following test is 
helpful in determining whether the operation will 
give visual improvement. The pupil is maximally 
dilated. A wide stenopeic slit, one-half occluded 
(Figure 9) is put in a trial frame over the patient’s 
eye. This is rotated until the angle is found at 
which maximum vision is obtained. This is the best 
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vision that can be expected from complete iridec- 
tomy done at this angle. 

An infection in a penetrating wound of the cornea 
is usually primary in the wound itself, as most pene- 
trating foreign bodies are sterile. It is usually best 
to delay operation for 24 to 48 hours—time for 
antibiotics given at the time of injury to control the 
infection. If it is not controlled promptly, then one 
must weigh the advantages of closure against the 
probability of causing an exacerbation of the infec- 
tion. Ring abscesses of the cornea may occur within 
24 hours, and infection due to P. pyocyaneus is 
rarely stopped. Except for these two conditions, anti- 
biotic therapy is usually effective and the operation 
can be successfully performed. 

Always to be borne in mind is that every serious 
eye injury is different from all others. Similar ob- 
jects traveling at the same speed and striking two 
globes at the same place may produce two totally 
different injuries. Thus, in the description of injury, 
treatment and repair, it must be remembered that 
what may apply in one case may be entirely wrong 
in another apparently similar case. The eye that 
responds poorly is the one from which we learn the 
most, and the one that tries one’s patience, that is 
the most demanding, may supply an invaluable 
lesson. 

523 West Sixth Street, Los Angeles 14. 
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Urological Problems in the Aged 


Durinc 1955, half the patients on the Urology Sec- 
tion at the Los Angeles County General Hospital 
were more than 60 years of age (Table 1). Only 21 
per cent of patients on all services were above 60. 
The proportion of males who were older than 60 
years and who had urological complaints was still 
higher—60 per cent as against 29 per cent above 60 
years of age on all other services. Not so large a 
proportion of female patients over 60 had urological 
complaints—27 per cent on the Urology Service and 
18 per cent on all services. There was a higher per 
cent of females over 60 both on the Internal Medi- 
cine and on General Surgery services—46 per cent 
and 30 per cent, respectively. 


PROSTATIC DISEASE 


The larger proportion of aged persons requiring 
treatment for urological complaints is due to the 
prevalence of prostatic disease in older men. Hesi- 
tancy in starting the urinary stream, lack of force, 
frequent urination and dribbling at the end of urin- 
ation, when they occur in a man past 60 years of 
age, are usually due to benign prostatic hypertrophy. 
It is inadvisable, however, to arrive at this diagnosis 
without making a thorough examination to consider 
other possibilities. A few months ago a man 65 years 
of age came to the author’s office complaining of the 
‘obstructive symptoms noted above. He had seen 
several physicians previously and had been told that 
prostatectomy was the only treatment that would 
help him. Examination revealed an obstruction to 
the passage of a catheter through the bulbous 
urethra, and a normal prostate by rectal palpation. 
The urethral stricture was dilated, the symptoms 
disappeared, and the patient enjoyed again the 
pleasure of a free urinary stream without the neces- 
sity of surgical operation. 

Prostatic carcinoma, nephrosclerosis or diabetes 
causing nocturnal polyuria, neurogenic vesical dys- 
function and sometimes even dehydration are other 
conditions which must be differentiated from benign 
enlargement of the prostate. 


Palliative Treatment of Prostatic Disease 


A positive diagnosis of prostatic hypertrophy does 
not always mean that prostatectomy is indicated. 
Seven years ago the author made a study of 310 
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e The preponderance of men over 60 years of 
age on the Urology Service at the Los Angeles 
County General Hospital is due to the prevalence 
of prostatic disease. Approximately two-thirds of 
patients with prostatic hypertrophy of Grade I or 
smaller size and who have less than 60 cc. of 
residual urine can be treated nonsurgically. Pros- 
tatic operation, when done expertly, is well toler- 
ated by most aged patients. The end results are 
usually good except in those who have compli- 
cating central nervous system lesions. The ap- 
proach chosen for removal of the prostate is de- 
termined by the training and experience of the 
surgeon. 


Urinary obstruction due to carcinoma of the 
prostate can be relieved by hormonal treatment 
in most cases. Carcinoma of the bladder when 
discovered early can be controlled for many years 
by repeated transurethral resection and frequent 
observation; when discovered late, successful de- 
finitive treatment is rarely possible. Vesical dys- 
function due to neurological and/or senile 
changes is best treated by use of an in-dwelling 
urethral catheter. Mild dysfunction may respond 
somewhat to medication and sphincter muscle 
exercise. Infections respond well to anti-infection 
drugs unless there is an organic urological lesion. 
Untoward reactions to drugs are more common 
in aged patients. Calculi, when they are found in 
the bladder, should be crushed and evacuated; 
when in the kidney, let alone unless symptoms 
are annoying. Renal tumors should be removed 
unless the patient is more than 80 years of age. 
Elderly patients tolerate urological operation well 
when it is done expertly. 


patients upon whom a diagnosis of benign prostatic 
hypertrophy had been made and who did not have 
prostatic operation for a month or longer after the 
diagnosis was made.’ In 41 per cent of them, pros- 
tatectomy was eventually performed (Table 2). In 
the group of patients who had residual urine of less 
than 60 cc., 30 per cent required operation later, 
whereas in those who had initially more than 60 
cc. of residual urine, 62 per cent were operated 
upon later. A correlation was also made of the size 
of the prostate and need for eventual operation. 
Thirty-two per cent of patients with a Grade I or 
less enlargement had prostatectomy later, and 49 
per cent of those with prostatic enlargement of 
greater than a Grade I required subsequent removal 
of the gland. Success of palliative treatment was 
associated with comparatively smaller amounts of 
residual urine and a smaller sized gland. Patients 
who have annoying obstructive symptoms, however, 
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TABLE 1.—A Congamies of the Per Cent of Patients Over 60 


Years of Age on Different Services at the Los Angeles County 
Hospital During 1955. (Patients Discharged, Including Deaths.) 


Per Cent 
Male Female All Patients 
TBE No eictescnnta: ies 27 50 
Internal medicine 46 48 
General surgery ..............-.-- 30 31 
pe” eee 18 21 





TABLE Z—Hoseey for Eventual Prostatectomy in Patients with 
Prostatism Who Were Not Operated Upon for One Month or 


Longer After Diagnosis of Prostatic Hypertrophy. 

Per Cent 

Number Requiring 

° Eventual 

Criteria Evaluated Patients Prostatectomy 

Temp GUA 3 es eS 310 41 
Less than 60 cc. residual urine.......... 192 33 
More than 60 cc, residual urine.......... 118 62 
Size—Grade I or less.......................0-+-- 136 32 


Size—larger than Grade I.................... 174 49 


should have operation even though the prostate is 
small and/or the residual urine is less than 60 cc. 
The bladder muscle may hypertrophy and compen- 
sate for the obstruction. 

Therefore palliative treatment is usually indicated 
in most patients who have less than 60 cc. of residual 
urine and who do not have annoying obstructive 
symptoms. Prostatic massage at one or two week 
intervals, and administration of stilbestrol, 1 or 2 
milligrams daily, reduces the size of the gland when 
it is soft and boggy. The patient should not hold the 
urine very long after he has the desire to void and 
should avoid becoming chilled. In some patients the 
drinking of coffee or alcoholic beverages aggravates 
the symptoms. Frequent catheterization and the pass- 
ing of sounds is likely to make the patient worse 
rather than better. 

An elderly man with prostatic obstructive disease 
and in addition some other malady common to the 
aged, presents a more complicated problem. Heart 
disease, hypertension, nephrosclerosis and diabetes 
are frequent coexisting conditions. Most of these 
diseases will improve sufficiently under treatment to 
permit prostatic operation to be done successfully. 
The outlook becomes more gloomy, however, when 
the complicating lesion is neurogenic. The majority 
of patients with paralysis agitans, and those who 
have residual paraplegia from cerebral or cord 
lesions, are benefited very little by prostatic oper- 
ation. When they are bedfast most of the time, it is 
better to treat them by placing an in-dwelling 
urethral catheter. Following prostatic operation on 
such patients, it is usually necessary to continue to 
use an in-dwelling catheter to control incontinence 
and/or bladder distention due to the central nerve 
lesion. Even so, prostatic operation may be indicated 
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in some patients who do not tolerate the in-dwelling 
catheter. After removal of the gland the catheter is 
better tolerated. The patient does not notice its pres- 
ence then, whereas before the operation it may have 
caused so much irritation and pain that he was 
unable to stand it. 


Indications for Prostatic Operation 


Prostatectomy is indicated in most patients who 
have a residual urine of more than 60 cc. unless the 
residual is due partially or wholly to a neurological 
or other lesion. The indication becomes more definite 
when the prostate is Grade II or larger in size. The 
exceptions are patients who are too poor surgical 
risks to stand prostatectomy. Most elderly men who 
are up and about, who can putter in the garden, and 
whose spirit is good, tolerate operation well, regard- 
less of adverse objective findings. On the other hand, 
a man who feels like lying in bed, whose appetite is 
poor, and who is afraid he will not survive opera- 
tion, is a poor surgical risk even though the physical 
examination and laboratory reports are normal. 


Approach to Prostatic Operation 


When prostatic operation is decided upon, the 
question often arises as to which approach to pros- 
tatectomy is best. The indication for the method by 
which the prostate is removed is determined more 
by the training, ability and experience of the sur- 
geon than by any other factor.” The surgeon himself 
knows better than anyone else which method for 
him gives the best result. Some surgeons use the 
transurethral approach for the smaller glands, con- 
tractures and bars, and for relief of obstruction due 
to carcinoma not responding to hormonal therapy. 
Others use this approach for removal in almost all 
cases of prostatic obstructive disease, while still 
others prefer the suprapubic, the retropubic or the 
perineal approach. Each method gives good results 
in the majority of cases when the operation is per- 
formed properly. The mortality rate is less than 2 
per cent, the period of morbidity is short and the 
end results good. The mortality is a little higher in 
older patients,* but not enough to contraindicate the 
procedure unless the patient is a very poor surgical 
risk. 


Prostatic Carcinoma 


Carcinoma of the prostate becomes a problem in 
the aged only after hormonal therapy is no longer 
effective and in the occasional patient in whom the 
malignant disease does not respond to this treatment. 
Orchiectomy combined with small doses of estrogen 
(stilbestrol, 1 or 2 mg. daily) gives the best results 
when a positive diagnosis of prostatic carcinoma is 
made. The malignant lesion melts away and the 
patient is apparently cured. Estrogens (stilbestrol, 5 
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mg. three times a day) without orchiectomy is used 
when there has been no positive microscopic diag- 
nosis of carcinoma. It is dangerous from the medico- 
legal point of view to remove the testicles unless the 
diagnosis of malignant disease has been established 
by positive tests. Urinary obstruction due to car- 
cinoma of the prostate responds to hormonal treat- 
ment in the majority of cases. Operation for the 
relief of the obstruction was necessary in only 8 per 
cent of cases reported by Mullenix and Prentiss.° 
After five to ten years of relief the symptoms gradu- 
ally recur. Backache, weight loss, lassitude and other 
symptoms do not respond to any treatment except 
palliative relief of pain. 


Vesical Carcinoma 


Carcinoma of the bladder, when discovered early 
in its course, may be controlled for many years. The 
most common first sign is blood in the urine. This 
symptom should never be passed over lightly by a 
physician. Even though the patient is 70 or 80 years 
old, the source of the bleeding should be determined. 
A small tumor can be removed by transurethral 
resection without endangering the patient’s life or 
health. By vigilant follow-up care consisting of cys- 
toscopy every three months, recurrences can be dis- 
covered and removed by resection while they are 
small. However, when the original tumor or recur- 
rences are large when discovered, the treatment is 
discouraging. It is not possible to do more than a 
palliative procedure. Radical operation such as cys- 
tectomy is not well tolerated and recurrence of 
neoplasm appears in the subpubic space within a 
few months.5 


Vesical Dysfunction 


Bladder dysfunction unaccompanied by obstruc- 
tive prostatic disease is often a real problem in the 
aged. A lesion of the central nervous system is the 
most common cause. Patients with cerebral vascular 
disease, paralysis agitans, with multiple sclerosis and 
other degenerative diseases of the cord, nearly al- 
ways have urinary retention or urinary leakage or 
both. Loss of muscle tone, which so often accom- 
panies old age, may involve the bladder. Senile 
dementia causes reversion to infant status with re- 
sulting uninhibited bladder function. 

In rare instances the primary disease may regress 
with resulting improvement of vesical function. In 
the majority, however, the lesion is progressive. An 
in-dwelling urethral catheter, preferably a size 16 or 
18 five cc. Foley bag type, is indicated in the ma- 
jority of aged patients who have urinary retention 
and/or incontinence due to a central nervous system 
lesion, to myogenic hypotonia, and to senile demen- 
tia. This is especially true when the patient is bed- 
fast most of the time. The catheter is clamped off 
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or a small cork inserted into its open end during the 
day. Allowing the bladder to distend helps prevent 
contracture and loss of capacity. The patient may 
also ambulate more easily when the catheter is 
clamped off. The clamp or cork is removed at three 
to four hour intervals to evacuate the urine. At night 
the catheter is connected to a tube draining into a 
bottle at the side of the bed. 

There is no necessity of changing the catheter as 
long as the urine continues to drain freely through 
it. In some cases the presence of calcareous deposit, 
mucus plugs or purulent material hinders drain- 
age. In such cases the catheter should be removed, 
cleaned and replaced, or a new one used, often 
enough to assure free flow of urine. Sometimes it 
is not necessary to change the catheter for two or 
three months. 


Irrigation of the bladder through the catheter 
once or twice daily with warm 1:5000 solution of 
potassium permanganate or other mild antiseptic 
solution helps to keep the catheter open. Some 
patients do not tolerate an in-dwelling catheter very 
well; it causes pain, urgency and sometimes blad- 
der spasm and irritation sufficient to result in bleed- 
ing. Instillation of a local anesthetic such as mety- 
caine 1:200 solution into the bladder followed by 
clamping the catheter off for 30 minutes will relieve 
the symptoms. This can be repeated as necessary to 
keep the patient comfortable. Some patients will not 
tolerate a catheter in any circumstances or will 
repeatedly pull it out. A rubber or plastic urinal or 
bag which fits snugly around the penis may solve 
the problem in some men who have incontinence. 
Urinary incontinence can be controlled in some eld- 
erly women by inserting a 30 cc. Foley bag catheter 
into the vagina and distending it to the proper size. 
The pressure of the bag on the urethra may close 
the canal and thus hold the urine in the bladder. 
The usual last resort, however, ‘is the use of a large 
diaper which is changed at frequent intervals. De- 
cubitus ulcers are of frequent occurrence unless the 
bed is kept dry. The use of an in-dwelling catheter, 
if at all possible, is by far the best method of man- 
aging urinary incontinence. 

Sometimes mild bladder dysfunction may benefit 
from oral administration of drugs. Urecholine 
(urethane of B-methylcholine chloride, Sharp & 
Dohme) 10 mg. (two tablets) four times daily 
or Dibenzyline (phenoxvbenzamine hydrochloride, 
Smith, Kline and French) 20 mg. (two capsules) 
four times daily, increases bladder tone and may 
help to empty a hypotonic bladder. Dibenzyline 
should never be given to patients with congestive 
heart failure, nor to those in whom a lowering of 
the blood pressure is undesirable. Partial urinary 
incontinence without residual urine may be lessened 
by the oral administration of Probanthine (B-diiso- 
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propylaminoethyl xanthine carboxylate methobro- 
mide, Searle) 15 mg. four times daily. Frequent 
voluntary exercise of the urethral, perineal and rec- 
tal muscles may aid some patients, women especially, 
to control urinary leakage. Exercise is not as effec- 
tive in elderly patients as it is in younger ones. 


Infections 


Urinary tract infections respond to anti-infection 
drugs in aged patients as well as in younger ones. 
The presence of organic lesions, especially any that 
obstruct urinary outflow, may be the cause of per- 
sistence or recurrence of infections. Tolerance to the 
sulfonamides and to antibiotics is less in older peo- 
ple. Persistence or occurrence of fever after the 
urine is cleared of infection is usually due to reac- 
tion from the medication. The drug should be dis- 
continued when the fever persists after the leukocyte 
content in the blood is below 10,000 per cu. mm., 
and especially if the urine has cleared. Other evi- 
dences of drug intolerance are headache, malaise, 
gastrointestinal disturbance and skin rash. 


Urinary Calculi 


Vesical calculi when less than 4 cm. in diameter 
can be crushed with a lithotrite and the fragments 
evacuated. Suprapubic cystostomy is necessary for 
removal of larger stones. In elderly patients renal 
calculi which cause no symptoms do not need to be 
removed. Even though there is some infection in the 
urine, these old people are better let alone unless 
the calculus in the kidney causes pain. An antical- 
culus medical regimen consisting of a special diet, 
aluminum hydroxide, vitamin A, is hardly worth- 
while in these patients; it is a change from their 
fixed habits, is inconvenient and does not do enough 
good as far as prevention of calculus enlargement is 
concerned to be worthwhile. 


Renal Tumors 


Kidney tumors in patients who are more than 80 
years old are best let alone. They usually grow 
slowly and some other disease will probably cause 
the death of the patient before the tumor begins to 
cause annoying symptoms. When, however, a renal 
neoplasm is diagnosed in a patient who is in the 


VOL. 85, NO. 5 +» NOVEMBER 1956 


sixties or seventies, nephrectomy is indicated unless 
the tumor is so large that extension beyond the 
confines of the kidney is probable, or there is def- 
inite evidence of metastasis. 


Urological Operation 


Present-day advances in surgical technique and 
in the control of infection makes operation on aged 
patients much safer than it was 30 years ago. The 
transurethral approach for removal of bladder and 
prostatic lesions is ideal for use in the aged. This 
of course presupposes that the endoscopic procedure 
is done expertly and adequately. If not expertly done 
it can cause a great deal of trouble. Lighter anesthe- 
sia can be used for endoscopic operations; muscle 
relaxation is not necessary. Surgical shock occurs 
less often and is less severe than when an open ap- 
proach is used. There is much less postoperative 
pain following transurethral operation and the con- 
valescence is more rapid. 

Sometimes the open approach is required for 
bladder lesions which can not be treated endoscop- 
ically, and for kidney or ureteral disease. Accurate 
and rapid technique, gentleness in handling tissues, 
the avoidance of trauma and the broad accurate ap- 
proximation of healing surfaces are all essential to 
successful operation, especially in aged patients. 
Long, deep anesthesia should be avoided; preopera- 
tive narcosis should be kept to a minimum, and early 
activity and ambulation after operation are impor- 
tant. When all these conditions are met, urological 
operations are tolerated very well by aged patients. 

1216 Wilshire Boulevard, Los Angeles 17. 
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Sliding Indirect Inguinal Hernia 


MAX R. GASPAR, M.D., Long Beach, 
MORTON M. WOOLLEY, M.D., Los Angeles, and 


APPARENTLY sliding indirect inguinal hernia is still 
an enigma to many physicians including surgeons 
who repair large numbers of hernias. It is much 
more common than generally thought. The recur- 
rence rate following operation is high. 

The sac of the ordinary indirect inguinal hernia 
is formed entirely by parietal peritoneum. When 
part of the wall of the sac is formed by a viscus, 
the hernia is called a sliding hernia. Often the 
medial wall of the sac of an indirect inguinal hernia 
is formed partially by bladder and its overlying 
peritoneum. This is usually true in direct hernias. 
Such conditions cause no great additional problems 
in repair and will not be considered here. However, 
when the posterior wall of the sac is formed by the 
bowel and its overlying visceral peritoneum, it is a 
true sliding indirect inguinal hernia. The repair may 
be difficult and does require careful consideration. 
Proper repair is dependent upon proper understand- 
ing of the pathological anatomical changes involved. 

These hernias arise because of relaxation of tis- 
sues associated with advancing age and increasing 
obesity. An indirect hernial sac, large or small, is 
probably present in all cases prior to the beginning 
of the sliding process. On the left side of the body 
the distal descending colon (iliac colon) is often in 
close proximity to the internal inguinal ring and 
frequently has a mesentery continuous with the 
sigmoid mesentery. At its base the lateral leaf of 
the mesentery is continuous with the posterior parie- 
tal peritoneum which forms the posterior wall of the 
hernial sac. As the retroperitoneal connective tissues 
become infiltrated with fat and as the muscles and 
fasciae become weaker with age the posterior parie- 
tal peritoneum advances through the ring. The intra- 
mesenteric connective tissues, also infiltrated with 
fat, allow the peritoneal leaves of the mesentery to 
separate and unfold. The lateral leaf of the mesen- 
tery follows the parietal peritoneum through the 
ring. The bowel itself encroaches on the ring and 
slides through it and dilates it. The process is aug- 
mented by the increased intraabdominal pressure 
associated with increased obesity. Eventually a large 
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e From 2 per cent to 5 per cent of all indirect 
inguinal hernias are of the sliding variety. (Slid- 
ing hernias are those in which part of the wall 
of the sac is formed by a viscus.) The propor- 
tion of sliding hernias is even higher in the aged. 
Hernias of this kind are found almost exclu- 
sively in males and usually on the left side. 

Preoperative diagnosis is not essential if the 
surgeon can recognize the lesion at operation and 
knows how to repair it properly. The LaRoque 
technique in which the peritoneal cavity is en- 
tered above the internal ring allows accurate defi- 
nition of the pathological anatomy and effective 
repair of the hernia. It should be used in all true 
sliding indirect inguinal hernias. 


loop of bowel and even the medial leaf of the mes- 
entery, may slide through the ring and form the 
posterior wall of the hernial sac. 

On the right side of the body a similar process 
takes place, allowing the cecum to enter the internal 
ring. In large hernias on the right side the entire 
cecum, the ascending colon, the appendix, the ap- 
pendiceal mesentery, the terminal ileum and the 
mesentery of the terminal ileum may form the 
posterior wall of the sac. 

Sliding indirect inguinal hernia has been con- 
sidered to be comparatively rare. It has been re- 
ported in from 1 to 3 per cent of inguinal hernias.® 
At the Los Angeles County General Hospital, hernia 
repair is a relatively infrequent operation because 
of the press of more urgent surgical procedures. 
In the eight-year period from 1948 to 1955 inclu- 
sive, inguinal hernia repair was done in 2,688 cases. 
This number included 52 indirect sliding inguinal 
hernias, an incidence of 1.9 per cent of all inguinal 
hernia repairs. Ryan® recently reported 313 cases, 
which constituted 5.06 per cent of all the inguinal 
hernia repairs or 6.75 per cent of all the indirect 
inguinal hernia repairs done in an eight-year period. 
In persons over 50 years of age the incidence was 
10.7 per cent of the indirect inguinal hernias re- 
paired. Sensenig and Nichols’ reviewed 1,200 cases 
of inguinal hernia and noted that 4.9 per cent were 
sliding hernias. In a series of 361 hernia repairs in 
305 patients done by one of the present authors 
(M. R. G.) there were 295 inguinal hernias of which 
246 were indirect, 13 of them sliding, an incidence 
of 3.6 per cent of all the hernias, 4.4 per cent of 
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the inguinal hernias and 5.5 per cent of the indirect 
inguinal hernias. Undoubtedly, as one’s experience 
with this condition increases, he will recognize some 
hernias actually to be sliding and not merely large 
bowel adherent to the wall of the hernial sac. 

Sliding indirect inguinal hernias occur almost 
exclusively in males. The authors found no reported 
case in a female. However, of the 52 cases studied 
at the Los Angeles County General Hospital one was 
in a woman 79 years of age. 

Most of the patients operated upon are elderly. 
The average age at operation at the Los Angeles 
County General Hospital was 66 years. The youngest 
patient in the present series was 38 years and the 
oldest 89 years. The incidence of sliding hernias 
in patients over the age of 50 years was nine times 
the incidence in younger persons. Forty-two and 
one-half per cent of the patients were over 70 years 
of age. 

The left side is involved much more frequently 
than the right. In Ryan’s® series there were 4.5 times 
more sliding hernias on the left. In the Los Angeles 
County General Hospital series there were 34 on the 
left side and 18 on the right. In the previously men- 
tioned personal series (M. R. G.) there were 11 on 
the left and two on the right. In Ryan’s series there 
were eight bilateral sliding hernias. The authors have 
seen none. In the 52 cases at the Los Angeles County 
General Hospital there were ten in which there was 
an associated nonsliding inguinal hernia on the 
opposite side. 

Such hernias usually are of long duration before 
operation. In the Los Angeles County General Hos- 
pital series the average duration before operation 
was 13.1 years. 

Almost one-half (46.2 per cent) of the hernias 
in the present series were reducible. Ryan reported 
that in his series 97 per cent were reducible. In the 
private series (M. R. G.) the hernia was reducible in 
all but two of the 13 cases. 

Symptoms and signs of intestinal obstruction are 
reported to be infrequent. However, 21.1 per cent 
of the patients in the Los Angeles County General 
Hospital series had some symptoms and signs of 
obstruction. They were operated upon in emergency, 
which is indicative of the emergency nature of a 
large number of the hernia repairs done at this 
hospital. 

The diagnosis often is unsuspected before opera- 
tion. A large hernia of long standing in an elderly 
patient should cause suspicion of a sliding hernia. 
The hernia frequently is difficult to reduce. If re- 
duced, the internal ring almost invariably is found 
to be very large. Sometimes there is a history of a 
truss formerly being effective but no longer being 
effective. Roentgen examination with barium enema 
may reveal colon outside of the abdominal cavity. 
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Although the colon shown by x-ray may be free 
within the sac of an inguinal hernia, it actually may 
be part of the wall of the sac. Whether the hernia 
is sliding or not should make no difference to an 
experienced surgeon. The diagnosis will be made at 
the operating table and he may proceed with the 
proper repair without difficulty. 


TREATMENT 


Accurate diagnosis of a sliding indirect inguinal 
hernia usually is not made until the sac is opened. 
For this reason it is important to open all indirect 
inguinal hernial sacs on the anterior surface so as 
to avoid opening into bowel which might be form- 
ing the posterior wall of a sliding hernia. If colon 
is found in the sac, it does not necessarily establish 
the diagnosis of a sliding hernia. The colon may be 
free within the sac. It may be adherent to the wall 
of the sac by adhesions or by actual fusion of the 
lateral leaf of its mesentery to the parietal peri- 
toneum. Such fusion is the normal anatomical find- 
ing in those portions of the colon where a free 
mesentery is not present. The authors do not con- 
sider such hernias as true sliding inguinal hernias. 
However, when the posterior wall of the sac is 
definitely found to be composed of bowel, it is a 
true sliding hernia. An inexperienced surgeon is 
liable to attempt dissection of the colon from the 
sac. This is impossible, for the colon actually forms 
the wall of the sac. Such attempts are dangerous. 
The bowel may be entered or, more likely, the blood 
supply to it may be damaged. 


Regardless of the type of repair the surgeon con- 
templates, his first maneuver must be to free the 
entire sac from the cord structures to well above 
the internal ring. This is usually done with relative 
ease. 


There are many reports of reduction of the hernia 
entirely from the inguinal approach. Zimmerman 
and Laufman?® described placing a purse-string 
suture about the neck of the sac extending as high 
on the anterior surface as possible and on the pos- 
terior side as close as is safe to the reflection of the 
peritoneum on the colon. As the purse-string is 
pulled together the bowel is turned upward and the 
sac is closed. The sac and bowel are reduced into 
the abdominal cavity. The transversalis fascia then 
is closed snugly about the cord to reconstruct the 
internal ring. Further repair can be done according 
to the surgeon’s usual method. Zimmerman and 
Laufman reported 24 cases in which this method 
was used, with no known recurrences, although the 
length of time of follow-up was not stated. The 
patients reported by Sensenig and Nichols’ were 
operated upon by an inguinal approach. They men- 
tioned a “bottling” procedure which apparently at- 
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tempts to reperitonize the mesentery of the bowel 
as is accomplished in the intraabdominal ap- 
proaches. In 53 cases they found seven recurrent 
hernias, a 13 per cent incidence of recurrence. Hagan 
and Rhoads! reported repairing 15 sliding inguinal 
hernias by the inguinal approach, and a recurrence 
rate of 55 per cent. Throughout the literature on 
this subject there are frequent references to the high 
recurrence rate by any method utilizing only the 
inguinal approach. 

In Ryan’s recent report of 313 cases of indirect 
sliding inguinal hernia the exact method of repair 
was not described. However, it was made clear that 
all of the repairs were done from the inguinal region 
only and were accomplished in much the same man- 
ner as described by Zimmerman and Laufman. Free- 
ing of the peritoneal sac from the transversalis fascia 
well above the internal ring was emphasized, as was 
snug closure of the internal ring after reduction of 
the bowel. The exceptionally high incidence of slid- 
ing indirect inguinal hernia in Ryan’s series (6.75 
per cent of all indirect hernias) would lead one to 
believe that many indirect hernias in which colon is 
merely seen at the internal ring were being classified 
as sliding hernias. However, he described the colon 
as being an average distance of 2.9 inches below the 
level of the internal ring. The recurrence rate in that 
series was remarkable—four recurrences in the series 
of 313 cases, and only one of these definitely known 
to be a recurrent sliding hernia. In addition, he 
mentioned another 558 patients with sliding indirect 
inguinal hernias who had been operated upon sub- 
sequent to the reported series, with no known recur- 

_rences. He also reported 8,000 cases in which in- 
guinal hernia was repaired and the patient observed 
for more than one year with only one recurrence of 
indirect hernia. 

Koontz? in an historical review stated that Fiaschi 
in 1907 was the first to report opening the abdomen 
above the inguinal canal in order to reduce and fix 
a sliding hernia and that Robbins in 1909 reported 
it had been his practice for years to open the ab- 
domen through a rectus incision if there was any 
difficulty in reducing a sliding hernia. LaRoque® in 
1919 advocated a muscle-splitting incision above the 
internal ring for all inguinal hernias. In 1932* he 
described in detail the use of this procedure for 
sliding hernias. Moschcowitz,5 and many other in- 
vestigators have also described intraperitoneal 
approaches to hernias. 

Williams? in 1947 presented an excellent descrip- 
tion of the LaRoque type of repair of sliding indirect 
inguinal hernia. The authors were impressed by the 
method at that time and began using it at the Los 
Angeles County General Hospital, and since then 
have recommended its use to the resident staff. The 
greatest drawback seems to be in the ability to un- 
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derstand the rather complicated maneuvers of the 
procedure and to teach them to the residents. 

The hernial sac should be completely freed from 
the cord to a level well above the internal ring. The 
incision in the aponeurosis of the external oblique 
then is extended upward 6 to 8 cm. above the inter- 
nal ring. At a level approximately 4 cm. above the 
internal ring the external oblique and transversus 
abdominis muscles are split in the direction of their 
fibers exactly as in the McBurney incision. The 
peritoneum at this level is opened transversely. On 
the left side the proximal limb of the descending 
colon is seen entering the internal ring and the distal 
limb is seen emerging from the internal ring. By a 
process of traction on the bowel from above and 
pressure from below, the bowel is reduced com- 
pletely into the peritoneal cavity. Even with this 
advantage of traction and pressure, it is sometimes 
a tedious procedure to reduce the bowel. It would 
seem to be very difficult to do this entirely from the 
inguinal approach. 

On the right side the cecum is noted to be extend- 
ing through the internal ring. The appendix and 
even the terminal ileum may form part of the sac. 
Reduction is accomplished in the same manner as 
is done on the left side. As the bowel is drawn up- 
ward into the peritoneal cavity it is also drawn 
outward through the McBurney-type incision. This 
maneuver obverts the colon and its mesentery so 
that the surgeon views the posterior surface of the 
bowel rather than its anterior surface. On the left 
it then is apparent that there is actually no lateral 
leaf of mesentery present in its usual position be- 
cause it has been spread out by the sliding process. 
Rather it is noted that the free surfaces of the peri- 
toneal sac represent the lateral leaf of the sigmoid 
mesentery and that this leaf can be reconstructed 
only by reapproximating the free peritoneal edges. 
It is advisable to trim the edges considerably, for 
by so doing the excess peritoneal sac is obliterated. 
The edges are approximated with a continuous su- 
ture of chromic catgut which is carried down to 
the base of the mesentery and then upward to the 
inferior margin of the transverse incision in the 
peritoneum. We now advocate that the base of the 
mesentery be anchored to the iliac fascia with one 
or more sutures. Williams did not describe this step. 
Fingers placed against the internal ring from the 
peritoneal side show that the sac has been com- 
pletely eliminated. The bowel is returned to the 
peritoneal cavity and the McBurney-type incision 
closed. It is of major importance that the internal 
ring be closed snugly by approximating the trans- 
versalis fascia medial to the cord. Failure to carry 
out this step probably accounts for many recur- 
rences. Repair of the floor of the inguinal canal can 
be done according to the surgeon’s dictates. 
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Figure 1.—Principles of the LaRoque maneuver for repair of sliding indirect inguinal hernia. See text for details. 







COMMENT of the 52 cases repaired by the LaRoque method, 
most of them within a few months of operation, 
which tends to indicate faulty operative technique. 
Of the 13 patients with repair of sliding indirect 
hernia done by one of the authors (M. R. G.) in 
the previously mentioned personal series, there were 
no recurrences and most of the patients had been 
observed for more than two years after operation. 





As was stated earlier, the authors have found this 
a difficult procedure to teach to residents, particu- 
larly in view of the fact that at Los Angeles County 
General Hospital many of the residents assigned to 
general surgery are from specialized services such 
as urology, gynecology, orthopedics and neurosur- 
gery. Some of them have attempted the LaRoque 
procedure when confronted with a sliding indirect In spite of the rather high incidence of recurrence 
inguinal hernia. It was obvious from the operative _in the Los Angeles County General Hospital series, 
reports that they were not entirely familiar with its the authors are not inclined to abandon the LaRoque 
technical details. There were recurrences in seven _ procedure, feeling that it is a much more logical 
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approach to the problem of sliding indirect inguinal 
hernia than the mere stuffing of the bowel into the 
peritoneal cavity and subsequent snug closure of the 
internal ring. The “stuffing procedure” violates the 
first rule of hernia repair—high ligation of the sac. 
Obviously the sac cannot be ligated high if one of 
its walls is composed of bowel. The bowel must be 
reconverted into an intraperitoneal structure in 
order to eliminate the posterior wall of the sac. The 
anterior wall is eliminated by resecting most of it 
and suturing the remainder so as to convert it into 
a mesenteric structure. Exposure of the pathological 
process is more complete when viewed from the 
peritoneal cavity. Opening the lower peritoneal cav- 
ity presents no added operative hazard, even in 
elderly patients. If the operative hazard were ex- 
cessive, we would prefer excision of the cord and 
testicle with complete closure of the ring after reduc- 
tion of the hernia from the inguinal approach. The 
authors believe that the LaRoque procedure has not 
received the attention it deserves and that when it is 
properly taught and properly performed it is an 
ideal method of dealing with these rather severe 
problems. 
211 Cherry Avenue, Long Beach 2. 
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Discussion by GORDON K. SMITH, M.D., Los Angeles 


Dr. Gaspar is to be complimented for the beau- 
tiful manner in which he has presented this difficult 
problem. Explaining the mechanism of the combined 
inguinoabdominal procedure is akin to explaining 
to your six year old son where your lap goes when 
you stand up. Unless you can visualize the anatomic 
features both from the inguinal and the abdominal 
side it is almost impossible to understand it. I have 
been interested in the LaRoque procedure for many 
years. In addition to its application to sliding hernia, 
as suggested by Dr. Gaspar, we have increased the 
scope of this procedure and are also applying it to 
other forms of inguinal hernia. A recent five-year 
study of patients admitted to the Hospital of the 
Good Samaritan, Los Angeles, for repair of recur- 
rent inguinal hernia showed that 61 per cent of 
these patients had recurrent indirect inguinal hernia 
and 8.7 per cent of these recurrences were sliding in- 
guinal hernia. This suggested that the initial proce- 
dure had failed to fulfill the cardinal requirements, 
viz., the complete obliteration of the hernial sac. 
Therefore, we now use it in (a) sliding inguinal her- 
nia, (b) recurrent indirect hernia with thin and fri- 
able sacs, (c) irreducible hernia with or without 
strangulation of bowel or omentum, and (d) femoral 
hernia. Categorical statements have been made such 
as that by Ryan of Canada who states that it is never 
necessary to open the abdominal cavity to repair a 
sliding hernia. I am sure that I can handle this com- 
plicated anatomical derangement best with a com- 
bined inguinoabdominal approach, and therefore I 
will leave to the other surgeons their “stuffing” pro- 
cedure from the inguinal side alone. The ease with 
which the above mentioned forms of inguinal hernia 
can be handled by the combined incision is remark- 
able, and as one gains experience with the pro- 
cedure it decreases the total operating time. | 
firmly believe that anything that makes a procedure 
easy for the surgeon reflects itself in a smooth post- 
operative course. Ryan reports one recurrence in 
8,000 operations for indirect inguinal hernia. This 
statement indicates naivete or insufficent follow-up. 
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Veccinia Gangrenosa 
A Case In a Child with Hypogammaglobulinemia 


MERL J. CARSON, M.D., and 
GEORGE N. DONNELL, M.D., Los Angeles 


DesPITE the universal employment of Jennerian vac- 
cination in the United States, serious complications 
are rare. Ordinary complications—febrile reactions, 
secondary bacterial infection of the vaccination site 
and nonspecific skin rashes—are self-limited. Post- 
vaccinal encephalitis and generalized vaccinia are 
the most common of the severe complications. 

The incidence of vaccination reactions has been 
variously reported from one in ten thousand to one 
in a million vaccinations.’ Generalized vaccinia may 
occur in patients with healthy, intact skin as well as 
in those with preexisting skin lesions such as eczema 
or seborrhea. When the skin is normal, the course 
is self-limited and healing occurs as neutralizing 
antibodies appear. The dangers of vaccination in 
the presence of eczema are well recognized, the vire- 
mia which may follow primary vaccination favors 
dissemination. In addition, autoinoculation is an 
important factor in production of new lesions. 

In a small number of cases the primary lesion 
does not heal, and additional similar lesions appear, 
then ulcerate and become secondarily infected. The 
mortality rate in such circumstances is extremely 
high. Recent evidence suggests that failure to pro- 
duce a proper quantity or quality of virus neutraliz- 
ing antibodies predisposes to generalized vaccinia 
of that type.* In some patients circulating gamma 
globulin is very low or absent, suggestive of inade- 
quate antibody production. In others, gamma glob- 
ulin production, although quantitatively sufficient, 
may be immunologically defective, so that effective 
neutralizing antibodies are not produced. 

The following case is typical of generalized vac- 
cinia gangrenosa with quantitatively deficient gam- 
ma globulin and inability to produce vaccinia virus 
neutralizing antibodies. 


REPORT OF A CASE 


The patient was a white infant boy, nine months 
of age. He had been born by normal delivery. The 
parents were healthy young adults. Two siblings had 
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died at ages of four months and four days, respec- 
tively, of “infectious diarrhea” and “mongolism.” 
Both the parents were successfully vaccinated as 
infants, but this had not been done in either sibling. 

The patient was breast-fed for seven days after 
birth, and then weaned to a standard evaporated 
milk formula. When he was five months of age the 
formula was changed to soybean milk because of 
“allergy.” 

On October 21, 1955, at the age of seven months, 
the patient was vaccinated in the left deltoid region 
by the multiple pressure method. A week later a 
vesicular lesion was visible at the vaccination site 
and at 14 days the primary lesion had become 
encircled by many tiny vesicles. The day following 
the appearance of satellite lesions, larger and rapidly 
enlarging vesicles appeared on the palms and soles. 
On the 21st postvaccinal day, fever appeared and 
persisted until the day of hospital admission. Simul- 
taneously, new vesicular lesions appeared on the 
hands, buttocks and neck. Treatment during this 
period consisted of local cleansing of the skin 
lesions and the administration of 5 cc. of gamma 
globulin intramuscularly. 

The patient was admitted to the Los Angeles Chil- 
dren’s Hospital, December 2, 1955. 

Upon examination, multiple skin lesions of two 
types were noted. On the left deltoid region at the 
vaccination site was an ulcerated area of 4 cm. 
diameter. There were similar smaller lesions on the 
face, right arm and trunk. The remaining lesions, 
ranging from 3 to 6 mm. in diameter, were vesicular 
and were scattered over the arms and trunk. The 
hands and feet were covered by large bullae and 
denuded areas. Small ulcers were observed on the 
right side of the tongue and the soft palate. 

Cultures of material from skin lesions, blood and 
stools consistently grew Pseudomonas and coagulase- 
positive hemolytic staphylococcus aureus. Repeated 
sensitivity studies were used to guide antibiotic 
therapy, as indicated in Chart 1. 


Throughout the hospital stay there was moder- 
ately severe anemia requiring repeated blood trans- 
fusions to maintain the hemoglobin at 11 gm. per 
100 cc. The number of leukocytes ranged from 
6,000 to 12,000 per cu. mm. and there was a per- 
sistent pronounced shift to the left in the cell differ- 
ential. The condition of the patient deteriorated 
steadily and he died 41 days after admittance. De- 
spite large doses of gamma globulin, of hyperim- 
mune vaccinal gamma globulin and of hyperimmune 
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GENERALIZED VACCINIA GANGRENOSA WITH HYPOGAMMAGLOBULINEMIA 


NINE MONTH BOY 
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Chart 1—Summary of clinical data and therapy during period of hospitalization. 


vaccinia antiserum, new lesions continued to appear 
on the face, trunk and extremities. Existing lesions 
increased in size, some coalescing to form large 
expanding ulcers. On the seventh hospital day, fine 
tremors of the hands were first noted and general- 
ized convulsions followed. Lumbar puncture was 
carried out and no spinal fluid abnormality was 
noted. On the tenth hospital day feedings were 
refused. Vomiting and diarrhea soon developed, and 
serious problems in the regulation of fluids, electro- 
lytes and nutrition ensued. 

Appropriate antibiotic therapy was administered 
in an effort to control secondary bacterial infection. 
All therapeutic efforts to modify the course of the 
disease failed. 


SPECIAL STUDIES 


I. Serum Protein Studies 


Filter paper electrophoretic studies of the serum 
proteins were carried out with the Spinco Model R 
apparatus. Following migration, the proteins were 
heat-coagulated, stained with bromophenol blue, 
and fixed with sodium acetate. A Spinco Analytrol, 
a servo-type integrating scanner, was used to meas- 
ure relative concentrations of protein fractions as 
indicated by amounts of dye present along the strips. 
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It is important to point out that the normal values 
tabulated in Table 1 are not entirely comparable to 
the patient’s age group. Infant values were derived 
from cord blood of newborns. The abnormally low 
gamma globulin content on December 7, 1955 de- 
spite the administration of 15 cc. of gamma globulin 
in the preceding two weeks is significant. (This 
should account for a good portion of measurable 
gamma globulin.) Later rises were achieved by the 
administration of large amounts of gamma globulin. 


II. Serological Tests 


With laboratory techniques used by Kempe, hem- 
agglutination inhibition titer of 1:80 to 1:160 and 
virus neutralization titer of 1:8 to 1:16 would be 
expected in normal persons one to two months fol- 
lowing vaccination. In this patient low titers follow- 
ing eight weeks of continuous exposure to vaccinia 
virus (Table 2) indicated inability to produce spe- 
cific circulating antibody. 

Slowly increasing titers were associated with ac- 
ministration of 330 cc. of gamma globulin, 585 c-. 
of hyperimmune vaccinal gamma globulin, an‘ 
1,645 cc. of plasma from recently vaccinated adult:. 


III. Viral Studies 


Inoculation of scrapings of lesions and vesicula’ 
fluid on chorio-allantoic membranes of hens’ egg: 
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TABLE 1.—Resulfs of Serum Protein Studies 


Normal for Adults* 
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TABLE 2.—Titration Responses at Various Times During Exposure to Vaccinia Virus 


Patient 


Dee. 19, 1955 
(Per Cent) 


At Death 
(Per Cent) 


Dec. 7, 1955 
(Per Cent) 











52.5 45.0 33.0 38.0 

4.2 6.0 8.0 7.0 
12.2 30.0 23.0 16.0 
14.0 14.0 14.0 7.0 
17.1 5.0 22.0 32.0 



















Dec. 3,1955 Dee. 8, 1955 Dec. 13, 1955 Dec. 19,1955 Jan. 7, 1956 Jan. 8, 1956 
Hemagglutination inhibition titer....... 1:10 <1:5 1:5 1:10 1:80 1:40 
Complement fixation titer.................... <1:4 <1:4 <1:4 <1:4 <1:4 <1:4 
Virus neutralization titer...................... 0 0 0 1:2 1:8 1:16 


resulted in typical vaccinia lesions. Saline solution 
suspensions of the finely ground membranes agglu- 
tinated susceptible chicken red blood cells. This re- 
action was inhibited by immune vaccinia rabbit 
serum but not by normal rabbit serum and was 
considered evidence of the presence of vaccinia 
virus. Suspension of various tissues obtained at 
autopsy were also inoculated on the chorio-allantoic 
membranes of hens’ eggs. Typical pock lesions were 
obtained from suspensions of nerve, lung, stomach, 
and adrenal tissues. 


PATHOLOGIST'S REPORT 


Conditions noted at autopsy were as follows: 
Scattered over the entire body were numerous le- 
sions, some vesicular with umbilicated centers, 
others with rolled margins and crusted central areas 
of ulceration. The diameters varied from 1 mm. to 
5 or more cm. The dorsal surface of the right hand 
was completely denuded of epithelium as was most 
of left hand. Palmar and plantar surfaces were 
covered by a friable yellow exudate. Petechiae were 
present over the upper thorax. The pericardial cav- 
ity contained 15 cc. of turbid fluid containing several 
masses of friable yellow material. The epicardium 
was thickened and a yellow necrotic abscess was 
present near the coronary sulcus. A 2 mm. friable, 
yellow vegetation was present on the mitral valve, 
and two small abscesses were present within the 
myocardium. Patchy atelectasis was noted in the 
lungs. An extensive ulceration of the false vocal 
cords was covered by friable fibrinous exudate. 
Opposite this area the esophagus showed similar 
extensive ulceration. The liver was enlarged and 
studded with small yellow areas of fatty change. 
Several small ulcerations were observed in the gas- 
trointestinal tract. Two large succulent lymph nodes 
were present near the bifurcation of the aorta, with- 
out other adenopathy. The cranial vault contained 
a considerable amount of clear fluid and the brain 
itself appeared small with atrophy of gyri. 
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Figure 1—Photograph six weeks after vaccination show- 


ing distribution of lesions. 





Figure 2—Close-up view of lesion showing rolled edges 
and central granulation. 


Microscopic examination revealed abscesses in the 
myocardium and epicardium, with central coagula- 
tion necrosis, surrounded by a more chronic infiam- 
matory reaction in which mononuclear phagocytes 
were prominent. Large clumps of bacteria were 
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present within the abscess centers. The mitral valve 
vegetation was composed of granular debris, poly- 
morphonuclear leukocytes and small numbers of 
bacteria. The thickened underlying valve was infil- 
trated by multinuclear cells. Ulcerations of larynx 
and esophagus were morphologically similar to the 
myocardial abscess cavities. An ulcer of the small 
intestine showed coagulation necrosis. Skin lesions 
consisted of vesicles with underlying coagulation 
necrosis. Other ulcerated skin lesions were covered 
by coarse necrotic material with relatively few in- 
flammatory cells and no bacteria. 


DISCUSSION 


The patient in the present case had a rare com- 
plication of smallpox vaccination and the conditions 
were similar to those in previously reported cases 
of patients with vaccinia gangrenosa and immuno- 
logic handicap manifest by deficiency of circulating 
gamma globulin.”7*° The present case must be 
considered an example of hypogammaglobulinemia 
since gamma globulin was never demonstrated to be 
entirely absent. To what degree previously admin- 
istered gamma globulin contributed cannot be as- 
certained. 

In the normal course of vaccination, inoculated 
vaccinia virus multiplies locally for six to eight 
days. During this time viremia may develop, lasting 
until neutralizing antibodies appear at 12 to 14 
days. Metastatic lesions may develop during this 
period of viremia. As antibodies are produced the 
virus disappears from body fluids coincident with 
healing of local lesions.’ 


A few children, without preexisting skin involve- 
ment, have apparent inability to produce vaccinia 
virus neutralizing antibodies either in sufficient 
quantity or quality. In such children generalized 
vaccinia with the following characteristics may 
develop: 


(1) Prolonged course of illness; (2) occurrence 
of new lesions which enlarge, ulcerate and do not 
heal; (3) demonstrable failure of antibody forma- 
tion against vaccinia virus and other antigens; (4) 
a high mortality rate. 


Interest in persons deficient in the production of 
antibodies was aroused by Bruton’s report describ- 
ing a child with pronounced susceptibility to bacte- 
rial infections.* Absence of serum gamma globulin 
was demonstrated, as well as inability to produce 
antibodies, when the child was subjected to numer- 
ous antigenic stimuli. Since then increasing aware- 
ness of this entity has uncovered many instances 
of gamma globulin deficiency in children and 
adults,*:*1° 


It is of interest that in general, viral infections are 
usually well tolerated by these patients who have 
increased susceptibility to bacterial infection. One 
exception to the general rule is apparent suscepti- 
bility to vaccinia virus. Severe necrotizing lesions 
have been reported with high frequency in patients 
with this immunologic handicap. On the other hand, 
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many patients with hypogammaglobulinemia have 
been vaccinated without complications.*® 

Most instances of vaccinia gangrenosa have oc- 
curred in children with hypogammaglobulinemia, 
but the disease also occurs in children with normal 
or elevated gamma globulin levels where antibody 
production is defective and therefore valueless as a 
means of defense.*® 

Reports of vaccinia gangrenosa are few. Since 
Ackland’s first report in 1893! describing a thre:- 
months-old infant with this complication, 11 adci- 
tional cases have been described,”® most of thea 
fatal. Recently, Barbero and co-workers reported 
the case of a child successfully treated with hype-- 
immune vaccinal gamma globulin,” but the patient 
differed from the others in that circulating gamn a 
globulin was present in normal quantity. 


No satisfactory means of treatment is know». 
Since antibody production cannot be improved, a:!- 
ministration of preformed, normal antibodies s 
most logical. Hyperimmune gamma globulin ard 
serum from persons recently vaccinated are the only 
available source of these factors. The quantity ad- 
ministered should be sufficient to produce a measur- 
able neutralizing effect on the vaccinia virus if a 
fatal outcome is to be prevented. Since neutralizing 
activity diminishes rapidly within seven to ten days, 
serum should be administered at frequent intervals. 
It has been shown that gamma globulin in dosage 
of 0.1 gm. per kilogram of body weight every 28 
days affords protection against bacterial infection in 
patients with hypogammaglobulinemia.!° 


The second major problem is management of the 
secondary infection which occurs in the skin lesions. 
With subsequent systemic invasion, generalized in- 
volvement of other organs contributes to the high 
mortality rate. Hemolytic staphylococcus aureus is 
the chief offender and successful eradication of it 
may be difficult because frequently the organism is 
resistant to antibiotics. 


Antibiotic therapy should be first directed to 
prevention of establishment of the secondary in- 
vaders and secondly to eradication of them once 
they are established. Proper cultural methods with 
frequent sensitivity studies of isolated organism can 
guide in choice of drugs. 

4614 Sunset Boulevard, Los Angeles 27. 
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idiopathic Segmental Infarction 
Of the Omentum 


Case Report in a Child 


D. B. HINSHAW, M.D., and 
Cc. E. STAFFORD, M.D., Los Angeles 


IDIOPATHIC SEGMENTAL INFARCTION of the greater 
omentum is one of the rare causes of acute abdomi- 
nal symptoms. It is even more unusual in children 
than in adults. Tille® collected reports of 26 cases 
from the literature, only one of which was in a child. 
Since the review by Tille, five additional cases in 
children have been reported.1:*:4/5 

Primary torsion of the omentum with subsequent 
infarction is an equally rare condition in children— 
only six cases were mentioned in a recent study by 
Davis, Mangels and Bolton.” Idiopathic segmental 
infarctions and primary omental torsion with in- 
farction are indistinguishable clinically. They differ 
only in that definite omental torsion (without evi- 
dent cause) is the etiological factor in the one group. 
In children, omental infarction due to any cause has 
always been confused with acute appendicitis, and 
operative intervention has generally been prompt. 


REPORT OF A CASE 


A 9-year-old Caucasian boy was admitted to the 
Los Angeles County General Hospital on April 21, 
1955, because of sharp, persistent pain in the right 
lower quadrant of the abdomen of one day’s dura- 
tion. Sudden in onset, the pain was initially located 
in the right lower quadrant and was nonradiating. 
Anorexia was noted, but there was no nausea, vomit- 
ing or change in bowel habit. There was no history 
of previous similar episodes or of any abdominal 
injury. The only previous significant illness was 
mumps. 

Upon physical examination the blood pressure 
was observed to be 100/60 mm. of mercury, the 
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pulse rate 80, the temperature 100° F., and respira- 
tions 22 per minute. The patient was well-developed 
and well nourished. The abdomen was flat; no palpa- 
ble organs or masses were noted. Peristalsis was 
present, but hypoactive. There was moderate tender- 
ness with rebound in the right lower quadrant, most 
pronounced near McBurney’s point. No other ab- 
normalities were noted. 

The hemoglobin content was 12.0 gm. per 100 ce. 
of blood. Leukocytes numbered 12,000 per cu. mm. 
—75 per cent polymorphonuclear cells. Results of 
urinalysis were within normal limits. 

The clinical diagnosis was acute appendicitis. At 
operation, the abdomen was opened with a McBur- 
ney incision and a moderate quantity of serosan- 
guineous fluid was immediately noted. The appendix 
was observed to be normal. A search was made for 
a Meckel’s diverticulum but none was found. The 
right lower margin of the greater omentum which 
lay in the upper portion of the right lower quadrant 
was a hemorrhagic, infarcted mass 4 x 6 cm. in size. 
No omental torsion, internal herniation, or any 
other mechanical factor to account for the omental 
infarction was noted upon careful inspection. Resec- 
tion of the infarcted omentum was performed along 
with appendectomy, and the abdomen was closed 
without drainage. The postoperative course was un- 
eventful. The pathologic description of the resected 
specimen was consistent with the gross impression 
of omental infarction (see Figures 1, 2, 3). 


COMMENT 


The pathogenesis of idiopathic segmental infarc- 
tion of the omentum is as obscure as the name im- 
plies. The most plausible explanation seems to. be 
that “spontaneous” venous thrombosis occurs and is 
followed by congestion, inflammatory reaction, ne- 
crosis and extravasation of blood. Trauma, tempo- 
rary torsion, or increased intraabdominal pressure 
following the ingestion of a heavy meal may be etio- 
logic factors in the initial thrombosis. Attempts 
have also been made to link obesity with the etiology 
of omental infarction. The fact that a child’s omen- 
tum is underdeveloped and often relatively devoid 
of fat may help to explain the greater rarity of the 
condition in children than in adults. The most com- 
mon anatomical site of omental infarction is the 
right lower margin of the greater omentum. 


The clinical symptoms and signs consist of: (1) 
Pain, either steady or colicky in nature, usually be- 
ginning in and remaining in the right lower quad- 
rant of the abdomen; (2) anorexia and nausea usu- 
ally without vomiting; (3) tenderness, and some- 
times rigidity, localized near McBurney’s point; and 
(4) a low grade fever with leukocytosis in most 
instances. 

At operation, dark, bloody peritoneal fluid is 
found with a gangrenous, edematous, infarcted seg- 
ment of omentum. Microscopic examination of the 
infarcted omental tissue shows edema and inflam- 
matory cell infiltration. 
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Figure 1—Numerous dilated, engorged blood vessels 
with scattered foci of inflammatory cells. (200) 


Figure 2.—Another area of specimen, with early fat 
necrosis and fibrinocellular exudate. Note foreign body 
giant cells in central portion. (200) 


It is important to be aware that omental infarc- 
tion may cause acute abdominal symptoms—par- 
ticularly when operation is done for acute appendi- 
citis and the appendix is observed to be normal. It 
is then that omental infarction must be looked for, 
along with other entities such as acute Meckel’s di- 
verticulitis. Bloody peritoneal fluid should arouse 
suspicion of omental infarction. 

Omental infarction should be treated by excision 
of the involved omental segment. Incidental appen- 
dectomy is also indicated. In all reported cases, re- 
covery was prompt and complete. 


SUMMARY AND CONCLUSIONS 


Idiopathic segmental infarction of the omentum 
is a rare cause of acute abdominal symptoms. It is 
usually confused with acute appendicitis. 


Figure 3.—Proliferation of blood vessels, inflammatory 
cells and fat cells separated by fibrin. (200) 


A case is reported in a 9-year-old child. It is be- 
lieved to be the seventh reported case occurring in 


childhood. 


Omental infarction is one of the entities to be con- 
sidered and looked for when operation for appendi- 
citis is done and the appendix is normal. Bloody 
peritoneal fluid is usually present. 

Omental infarction is best treated by excision of 
the infarcted segment. Recovery is usually prompt. 
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More Medicare 


MEDICINE’S OPPORTUNITY to show its ability to han- 
dle large groups of patients on a sound economic 
basis was discussed here in last month’s issue. The 
case in point was the “Medicare” program of the 
U. S. Department of Defense, the plan to provide 
uniform medical, surgical and hospital benefits for 
the dependents of military personnel. 


At this writing the program is one month closer 
to reality. It is planned to make benefits available 
to military dependents on December 7, the anni- 
versary of the Pearl Harbor attack. 


Also at this writing the position of physicians in 
California is much clearer than 30 days ago. 

In the interim of the past month, representatives 
of the California Medical Association and of Cali- 
fornia Physicians’ Service have negotiated with 
Department of Defense representatives in consider- 
ing a contract which would place the Defense De- 
partment in the position of guaranteeing and paying 
for the care to be given beneficiaries in civilian 
facilities, put the C.M.A. in the position of lending 
its prestige and moral suasion to the physicians of 
the state in asking their participation for the public 
good and adding C.P.S. as the fiscal agent. The 
province of C.P.S. would be to handle the book- 
keeping, billing, collecting and distribution of fee 
payments. 

Under the three-way contract, dependents of mili- 
tary personnel would be given proper identification 
by military commanders in the area and, on this 
basis, would seek medical, surgical or hospital care 
to which they are entitled, either through military 
facilities or private physicians and private hospitals. 
The law establishing this system provides that de- 
pendents of military personnel who are stationed in 
other areas may seek either private or military care. 
For families living together at military installations, 
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the Department of Defense may offer military fa- 
cility care only but present indications are that the 
Department of Defense will not exercise this option 
at the outset. If that policy is followed, all military 
dependents may have the choice between military or 
civilian care. 

In terms of numbers, it was pointed out last month 
that there are an estimated 2,000,000 military de- 
pendents at this time. It is also estimated that about 
40 per cent of that number, or 800,000, would be 
eligible for civilian care. How many of these are 
located in California is only guesswork. Many mili- 
tary people stationed overseas or in other states have 
left their families here; the Department of Defense 
cannot accurately estimate the total. However, Cali- 
fornia Physicians’ Service has estimated, for the 
purpose of calculating costs, that about 5,000 cases 
per month may be handled. 

If the entire 800,000 dependents are actually given 
a choice between military and civilian care, the 
number of cases, here and elsewhere, may well rise 
to much greater figures than present estimates would 
indicate. 

At this writing the three-way contract is subject 
to approval by the Council of the C.M.A. and the 
Board of Trustees of C.P.S. before it is formally 
signed and delivered to the Department of Defense. 
While the actions of these two bodies cannot be 
forecast with certainty, the terms of the new contract 
are well enough known, and the basic principles 
involved already sufficiently approved, to suggest 
that both governing boards will accept the new con- 
tract, at least as a starter. 

The Medicare contract will represent a new pro- 
gram for both the Department of Defense and the 
private physicians of the country. The government 
is admittedly offering a uniformity of medical 
service to the dependents of its military personnel as 
a fringe benefit designed to make military service 


341 





more attractive. The current military enrollment of 
some 3,000,000 includes some 2,000,000 men who 
are serving involuntarily as draftees. Further, about 
1,000,000 men a year drop out of the military forces 
through retirement or completion of their draft 
terms. To make it more attractive for those who 
contribute to this huge turnover to remain in the 
armed forces, the government is offering the finan- 
cial and moral incentive of care for the family de- 
pendents of the uniformed men. . 

How many military dependents will seek civilian 
care under this program, nobody knows. Just how 
well the program will work out is also moot. As a 
new endeavor on the part of both government and 
civilian physicians, the program presents a number 
of questions which will be determined only by 
experience. 

To date the Department of Defense has clearly 
indicated its desire to utilize civilian hospitals and 
civilian physicians in the Medicare program and to 
deal with representative medical organizations in 
contracting for the desired services. Only one state 
has declined to cooperate on this basis. 

In the near future the decisions of the C.M.A. 
Council and the C.P.S. Board of Trustees will be 
known. If both bodies favor signing the contract, 


the machinery will be put in motion to inaugurate 
the plan on December 7. When official sanction has 
been voted, members of the California Medical 
Association will be provided with full information 
about the plan, a schedule of fees to apply and 
directions for handling patients who are eligible. 
The time is short but as much advance notice as 
possible will be given to all members. 

In putting this program into effect, civilian physi- 
cians will be undertaking the responsibility of pro- 
viding the finest medical service possible to this 
group of military dependents. The doctors are on 
notice that the government can take this program 
away from them if it so desires or if the quality of 
service falls below acceptable standards. It is obvi- 
ous that many governmental officials would prefer 
to handle all this care in military establishments 
alone, to the exclusion of all civilian facilities. 

This threat will hang over the heads of private 
physicians during the trial period of the Medicare 
program. In due time we will know whether or not 
medicine can discharge this trust in exemplary 
fashion. Meanwhile, it is incumbent on all physi- 
cians to handle this program as a trust, an obliga- 
tion of the entire profession and an opportunity to 
prove the true potential of the medical profession. 


Letters to the Editor... 


Referring to the Medical Directory of the Cali- 
fornia Physicians issued by the Board of Medical 
Examiners, Volume 1956, I was surprised to find 
a most radical change therein. 

The earliest directory I have is a very small issue 
of 1904 in which the doctors in the various cities of 
the state were listed in the cities in which they prac- 
ticed. Subsequently the roster of members was 
classed into counties and has thus existed until this 
1956 issue. In that issue the doctors are not classi- 
fied as to the respective counties but are under one 
general heading in alphabetical order. Not only did 
the previous directories classify the physicians as to 
counties, but also specified the number of physicians 
in such county. 

For statistical purposes of course this was very 
valuable to those interested. 


Frequently I have occasion to refer patients to a 
physician in a county in which they live and in the 
past have found no difficulty in thus locating a phy- 
sician. Under the present setup it would be almost 
impossible to locate a physician in a designated 
county. 

I cannot account for this radical departure from 
a system which to my knowledge has been in vogue 
for over fifty-three years and am writing you hop- 
ing you might bring this matter before our physi- 
cians and suggest that those who object to the 1956 
directory send their protest direct to the Board of 
Medical Examiners. . . . 


Yours very truly, 
Otto G. FrEYERMuUTH, M.D. 
516 Sutter Street, San Francisco. 
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MEDICAL ASSOCIATION 


Council Meeting Minutes 
Tentative Draft: Minutes of the 421st Meeting of the 


Council, St. Francis Hotel, San Francisco, Septem- 
ber 30, 1956. 


The meeting was called to order by Vice-Chair- 
man Heron in Room 217 of the St. Francis Hotel, 
San Francisco, on Sunday, September 30, 1956, at 
9:30 a.m. 


Roll Call: 


Present were President Charnock, President-Elect 
MacDonald, Speaker Doyle, Vice-Speaker O’Neill, 
Secretary Daniels, Editor Wilbur and Councilors 
West, Loos, Wadsworth, Pearman, Harrington, Mc- 
Pharlin, Sherman, Bostick, Teall, Kirchner, Varden, 
Heron, Carey and Rosenow. 

Absent for cause, Councilors Wheeler, Lum and 
Reynolds. 

A quorum present and acting. 

Present by invitation were Messrs. Hunton, 
Thomas, Clancy and Gillette of C.M.A. staff, legal 
counsel Hassard, Messrs. Ben H. Read and Eugene 
Salisbury of the Public Health League of California, 
Rollen Waterson, consultant, county society execu- 
tive secretaries Scheuber of Alameda-Contra Costa, 
Bannister of Orange, Neick of San Francisco and 
Thompson of San Joaquin, Doctor Jay Ward Smith, 
assistant dean of Stanford Medical School, Doctor 
Joseph T. Ross, assistant dean of University of 
California at Los Angeles Medical School, Doctors 
A. E. Larsen and William Gardenier and Messrs. 
K. L. Hamman, Wilson Walberg and Richard Lyon 
of California Physicians’ Service, Doctor Malcolm 
H. Merrill, State Director of Public Health, and 
Doctors John M. Rumsey, Francis J. Cox, Walter 
Batchelder, Matthew N. Hosmer, Andrew M. Hen- 
derson, Jr., and Joseph F. Sadusk, Jr. 


1. Minutes for Approval: 


On motion duly made and seconded, minutes of 
the 420th Council meeting, held July 28, 1956, were 
approved. 
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2. Membership: 


(a) A report of membership as of September 15, 
1956, was presented and ordered filed. 

(b) On motion duly made and seconded in each 
instance, three applicants were voted Retired Mem- 
bership. These were: Helen Hopkins, Trueman I. 
Wigim, Los Angeles County; Carl F. Birkenstock, 
San Diego County. 

(c) On motion duly made and seconded in each 
instance, 11 applicants were voted Associate Mem- 
bership. These were: Ruth M. Jolly, F. Y. K. Lau, 
Alameda-Contra Costa County; Nicholas S. Assali, 
David A. Harris, Irwin M. Weinstein, Los Angeles 
County; Ralph T. Duddles, Madera County; Clara 
L. Hughes, Wesley Maxfield, Jr., San Bernardino 
County; C. Carroll Jones, San Diego County; Ren- 
ate G. Leo, San Francisco County; Herbert S. Brey- 
fogle, Santa Clara County. 

(d) On motion duly made and seconded in each 
instance, seven applicants were voted reductions in 
dues. 

(e) On motion duly made and seconded, 30 de- 
linquent members whose 1956 dues have now been 
received were voted reinstatement. 


3. Financial: 


(a) A report of bank balances as of September 
15, 1956, was presented and ordered filed. 
(b) Mr. Hunton called the attention of the Coun- 
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cil to the relatively low level of the Association’s 
cash resources and stated that it may be necessary to 
borrow funds from the Trustees of the California 
Medical Association before the close of the year. 

(c) Mr. Hunton and Doctor Heron reported on 
their review of the membership procedures of a 
county medical society which had requested all or 
a part of the funds received from the American 
Medical Association for the collection of A.M.A. 
dues. In their opinion the additional work required 
to effect this collection did not warrant a subsidy by 
the Association and, on motion duly made and 
seconded, it was voted that no subsidy for this pur- 
pose would be advanced. 


4. Commission on Medical Services: 


(a) Doctors Hollis L. Carey, Francis J. Cox and 
John M. Rumsey presented a schedule of allowances 
for submission to the Department of Defense as a 
basis for negotiation of a contract to provide medi- 
cal and hospital care to the dependents of military 
personnel under the terms of Public Law 569, the 
“medicare” program. 

After considerable discussion, on motion duly 
made and seconded, it was voted to accept the rec- 
ommendation of the Commission on Medical Serv- 
ices, the Fee Schedule Committee and the Committee 
on Government-Financed Medical Care Programs 
for such schedule and to authorize the last-named 
committee, chairmanned by Doctor Rumsey, to ne- 
gotiate with the Department of Defense on a contract 
to provide medical and hospital care for military 
dependents. Councilors West, Teall, Varden and 
Rosenow were recorded as voting against the mo- 
tion. 

(b) Doctor Carey reported on current develop- 
ments in the field of investigating the care of the 
aged in various counties. 

(c) Doctor Carey requested approval of a plan 
to make available to county medical societies the 
services of representatives of the Health Insurance 
Council for discussions on voluntary health insur- 
ance contracts. On motion duly made and seconded, 
this proposal was approved. 


5. Commission on Medical Education: 


On motion duly made and seconded, the Execu- 
tive Committee was authorized to meet with the Exe- 
cutive Committee of the California Hospital Asso- 
ciation for a discussion of the handling of problems 
incurred in placing foreign medical school graduates 
as hospital house staff members. 


6. Blood Banking: 


On motion duly made and seconded, the proposal 
of the Executive Committee for working out a blood 
banking situation in one area of California was 
approved. 
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7. State Department of Public Health: 


Doctor Malcolm H. Merrill, State Director of 
Public Health, reported that the experience in the 
current poliomyelitis season bears out earlier pre- 
dictions concerning the safety and effectiveness of 
the Salk polio vaccine. The vaccine has proved effec- 
tive in preventing paralytic polio in 85 per cent 
of the cases and preventing nonparalytic polio in 70 
per cent of the cases, he said. He stated that there is 
a large backlog of unused vaccine at this time and 
that supply is no longer a problem. Some 2,000,000 
Californians have now had one inoculation of the 
vaccine, about 1,700,000 have had two inoculations 
and some 25,000 to 30,000 have had three. Doctor 
Merrill asked approval of a statement which would 
urge that all citizens under age 40 avail themselves 
of the Salk vaccine, and on motion duly made and 
seconded, this statement was approved. 


8. Committee on Scientific Work: 


(a) Doctor Albert C. Daniels, chairman of the 
Committee on Scientific Work, discussed the com- 
mittee’s report on its consideration of a health fair 
exhibit, which found that such an event would have 
a public value but would require a great amount of 
planning and a period of two years or more to real- 
ize. On motion duly made and seconded, the report 
was accepted. 


(b) Doctor Daniels also asked authority to plan 
the annual President’s dinner for Tuesday evening, 
rather than Monday. On motion duly made and 
seconded, this scheduling was approved. 


9. Committee on School Health: 


Doctor Albert C. Daniels, chairman of the-Com- 
mittee on School Health, reported that the second 
annual School Health Conference would be held in 
Fresno on October 19 and 20 and urged members of 
the Council to attend. 


10. Medical Review and Advisory Board: 


(a) Doctor Joseph F. Sadusk, Jr., chairman of 
the Medical Review and Advisory Board, reported 
the Board’s belief that a well-planned campaign of 
information to the public and an educational cam- 
paign to the profession should be started soon. He 
stated that meetings were being planned for physi- 
cians in the northern and southern areas in the near 
future. 


(b) On motion duly made and seconded, it was 
voted that the California Medical Association urge 
the county medical societies to interest themselves 
in the quality of the professional work in hospitals, 
where indicated by study of malpractice claims and 
incidents, and to exert every reasonable and proper 
influence upon hospital medical staffs to set up and 
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maintain effective staff organizations for the super- 
vision and control of the professional work to the 
end that actual malpractice will be prevented and a 
uniformly high standard of medical care will be 
delivered to the public. 


(c) Doctor Sadusk suggested that the portions of 
the “San Mateo Study” dealing with the public be 
made available for publicizing under conditions 
where the Committee on Public Relations approved 
all releases and where the profession was advised in 
advance of such releases. On motion duly made and 
seconded, it was voted to approve this program. 


(d) Doctor Sadusk asked approval of the pro- 
duction of a film to make physicians more aware 
of professional liability exposure. On motion duly 
made and seconded, it was voted to approve such a 


film. 


11. Commission on Public Health and Public 


Agencies: 


(a) Doctor Francis E. West, chairman of the 
Commission on Public Health and Public Agencies, 
reported on studies made by the commission in con- 
sidering the availability of specialists in other pro- 
fessions for the treatment of crippled children’s 
cases. On motion duly made and seconded, it was 
voted to advise the State Department of Health that 
this matter was under study. 


Adjournment: 


In honor of the late Doctor Francis T. Hodges the 
Council observed a standing moment of silence and 
the meeting was adjourned in his memory. 

Ivan C. Heron, M.D., Vice Chairman 
ALBERT C. Dantets, M.D., Secretary 


License Plates 


An osteopathic organization recently requested the cooperation of the Cali- 
fornia Medical Association in asking that license plates for physicians’ cars 
carry the letters PHY. While there is considerable opposition to the designation 
of doctors’ cars in this manner because of proneness to raids by addicts, 
unconscionable demands in highway accidents, etc., there does appear to be 
one area where medical men might be identified by their license numbers. 

This is in the reserved parking spaces for doctors’ cars on hospital grounds. 
In a large hospital, with staff members coming and going at all hours of the 
day, an emergency could well demand the services of a particular type of spe- 
cialist. A hospital attendant might find it convenient to check the parking 


area to find the type of doctor he wanted. 


If this proposal catches on, we would suggest the following: 


General practitioner . . . AGP 
Ophthalmologist . . . . . EYE 
Otolaryngologist . . . . . ENT 
Obstetrician . . . . . . OBS 
Gynecologist «.«-» GUN 
URMOGES 6 cs we oe 
Dermatologist . . . . . . DER 
Industrial surgeon . YND 
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Pathologist . 

Radiologist . 

Proctologist . 

Internist . 

Surgeon . ‘os 
Orthopedist. . . ... 
Hospital Superintendent . 
Chief of Staff . 
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THIS PAPER was presented before a meeting of plaintiffs’ attorneys, including 
those who specialize in malpractice actions against physicians—the National 
Association of Claimants’ Compensation Attorneys (NACCA). 

’ Doctor Eastman is known internationally for his contribution in the field of 
obstetrics. In recent years his interests have led him into the field of forensic 
obstetrics, a complex and difficult subject. Some of these problems are explored 
by Dr. Eastman in this paper and his comments will be of interest to physicians 
and attorneys. 

It is to be hoped that NACCA members benefited by this accurate and scien- 


tific presentation. 


Josepu F. Sapusk, Jr., M.D., Chairman 
C.M.A. Medical Review and Advisory Board 


The Plaintiff's Attorney and Obstetrics 
/ NICHOLSON J. EASTMAN, M.D., Baltimore 


I DEEM it a high compliment to be invited to address 
this great assembly of distinguished attorneys. To 
say that it is a rare privilege is an understatement, 
because I am certain that this is the first occasion 
upon which an obstetrician has had the opportunity 
—and the temerity—to discuss with any large legal 
group the mutual problems of obstetrics and the law. 
But it is an auspicious occasion full of potentialities. 
Indeed, it would be my hope that we may set a 
precedent here today which will culminate in more 
frequent meetings between members of the two pro- 
fessions to the end that both groups may approach 
the manifold problems of forensic medicine with 
fuller knowledge, deeper insight and broader per- 
spective. 

Obstetrics differs from other branches of medicine 
in several respects but it will suffice for our present 


Read by invitation at the annual convention of the National Associa- 
oo os ‘areal Compensation Attorneys, Cleveland, Ohio, August 

The author is Professor of Obstetrics, Johns Hopkins University 
School of Medicine, Baltimore. 
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purpose to consider just one difference: Whereas in 
other types of medical practice, the physician in 
any given case assumes responsibility for only one 
patient, in obstetrics he assumes responsibility for 
two patients, the mother and the unborn child. 


In regard to the mother, various advances in 
obstetrics during the past two decades have im- 
proved her outlook immeasurably so that the number 
of women dying in childbirth in the United States 
today is less than one per thousand live births. This 
is one-sixth the maternal mortality rate which ob- 
tained just 20 years ago. Numerous maternity hos- 
pitals, furthermore, can report series of 5,000 and 
more consecutive births without the loss of a single 
mother. 

But, alas, for the unborn child (or “fetus,” as we 
call it), the story is quite a different one. Year in 
and year out, about 150,000 potential American citi- 
zens are either born dead or die shortly after birth, 
so-called “perinatal deaths.” These 150,000 perinatal 
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deaths constitute about 10 per cent of all deaths 
occurring in this country at all ages and from all 
causes. About half of them occur as the result of 
premature birth. An even greater source of fetal 
wastage is miscarriage, for it is estimated on sound 
grounds that at least 10 per cent of all pregnancies 
terminate spontaneously as miscarriages. This means 
that over 400,000 miscarriages take place in the 
United States every year. Careful examination of 
the tissues passed in these miscarriages shows be- 
yond question that the majority are due to gross 
malformations, either of the fetus or of the sur- 
rounding membranes. Thus, in many cases there is 
no fetus at all, while in others, microscopic examina- 
tion reveals such defective development of the vital 
organs (such as absence of the heart), as to make 
survival quite impossible. In other words, for the 
most part, miscarriage is simply nature’s way of 
getting rid of a grossly defective product of concep- 
tion. Finally, in discussing these 400,000 spon- 
taneous miscarriages which occur annually in this 
country, let it be clearly understood that I am 
leaving out of consideration entirely the half million 
and more pregnancies which are terminated each 
year through criminal abortion. 


But there is an even greater tragedy perhaps than 
the actual death of a newborn infant or the loss of 
a pregnancy through miscarriage. That is the birth 
of a baby whose brain never develops, who con- 
tinues, like a vegetable, to grow and develop physi- 
cally, but who lacks the cerebral centers which 
govern speech, muscular coordination and reason. 
The frequency of this tragic condition, cerebral 
palsy, is much greater than ordinarily realized be- 
cause such children are rarely seen, for they have 
to be kept in institutions behind locked doors. Their 
total number in this country has been estimated to 
be in excess of 300,000—a source of daily heartache 
to more than half a million parents scattered 
throughout our land. 


, it can be said without exag- 
geration that the outlook for the fetus in any given 
pregnancy is a hundred times more precarious than 
that of the mother. Let this fact be emphasized be- 
cause it is this tenuous hold which the fetus has on 
life and the sundry vicissitudes to which it is heir 
that give to forensic obstetrics its broad scope, its 
color and fascination. It is true that legal action is 
occasionally brought because of injuries alleged to 
have been suffered by the mother, quite apart from 
the child, but these, for the most part, have their 
counterparts in the fields of surgery and internal 
medicine and tend to fall into such familiar cate- 
gories as anesthesia accidents, improperly performed 
operations, operations performed without proper 





VOL. 85, NO. 5 + NOVEMBER 1956 


permission, and errors in diagnosis. It is the vagar- 
ies of fetal outcome and the wide range of fetal 
interests involved that make forensic obstetrics a 
distinctive branch of medical jurisprudence. 


In my own experience the gravamen most fre- 
quently met in forensic obstetrics is alleged trau- 
matic miscarriage, that is, miscarriage which is 
claimed to have been caused by trauma, either 
physical or psychic. Miscarriages in which some 
kind of physical impact is said to have been the 
cause are more common than those attributed to 
psychic trauma. Automobile accidents and injuries 
received in industrial plants account for most of 
these. Such cases rarely go to the higher courts, are 
often settled without trial and, in main, the damages 
allowed have been small. Nevertheless, the frequency 
of these cases gives them at least a high nuisance 
value. This is shown by the fact that even in World 
War II, when airplane and ammunition plants were 
clamoring for personnel, they adamantly refused to 
employ a pregnant woman and discharged any em- 
ployee if she became pregnant. Several personnel 
managers of such plants have explained their stand 
in this matter as follows. Their intolerant attitude 
toward pregnancy was not based at all on any 
incapacity of pregnant women to perform the light 
physical tasks usually assigned to them, nor to any 
fear that such tasks would be injurious to such 
workers. It was based solely on the sorry experience 
that if a pregnant woman in their employ suffered 
a miscarriage, she was almost certain to think back, 
blame it on some mishap in the factory and bring 
suit. The records of such plants show that these 
women rarely reported the alleged accident at the 
time of its occurrence despite strict orders to all 
employees to report all accidents promptly. They 
simply recalled the mishap on retrospect after the 
miscarriage had occurred. What is the truth about 
traumatic miscarriage? 

The most extensive as well as the most authorita- 
tive study of this question is that of Hertig and 
Sheldon based on a meticulous study of the case his- 
tory and, more important, the tissues passed in 
1,000 miscarriages. The senior author of that study, 
Dr. Arthur T. Hertig, is the distinguished Shattuck 
Professor of Pathology in Harvard University and 
a leading obstetrical pathologist. For years, he has 
asked obstetricians in Boston to send him the case 
histories as well as the tissues passed, when possi- 
ble, in all cases of miscarriage which came under 
their care; and this series of 1,000 miscarriages 
stemmed from that source. In 489 cases, or almost 
half, the specimen of tissue passed contained either 
no embryo at all or a defective one, while in 96 cases 
the placenta showed abnormalities incompatible with 
continued function. In all 617 cases, or almost two- 
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thirds, the tissue specimens revealed such gross mal- 
formations that miscarriage was bound to occur 
sooner or later. In only a quarter of the specimens 
(265) was the product of conception normal. 


Now, it so happened that in 13 of these 1,000 
cases there was a history of physical trauma and 
fright preceding the miscarriage and in these the 
patient herself sincerely believed that this trauma 
and fright were responsible for the miscarriage. A 
particularly careful analysis of these 13 specimens 
showed that in five cases the embryo was either 
completely absent or very defective, while in four 
additional cases, the placenta showed malformations 
incompatible with proper function. These nine preg- 
nancies would have miscarried irrespective of any 
trauma. In this entire series, there was only one 
case in which the authors believed that trauma was 
the causative factor. Since this case exhibits so well 
the criteria necessary to establish a diagnosis of 
traumatic miscarriage, let us review the case history. 


This patient was a 22-year-old woman, whose last 
menstrual period occurred on November 24, 1937. 
Twelve weeks and two days later she experienced 
an automobile accident. This occurred while sitting 
in a stationary automobile which was struck from 
the rear by another car. The patient was excited 
and emotionally upset, although there was no men- 
tion in the clinical history of definite bodily injury. 
Seven hours after the accident the patient began to 
have painful uterine cramps followed in five hours 
by slight vaginal bleeding. Morphine, grains one- 
half, given in two divided doses one hour apart, 
failed to alleviate the uterine pain which, after six 
hours, became steady and was localized in the right 
lower quadrant. The patient experienced a chill at 
this time but had no elevation of temperature. She 
vomited once. The pulse was 82 and the blood 
pressure was 120/60. Physical examination, per- 
formed by an obstetrical consultant, showed a non- 
tender pregnant uterus of approximately four 
months gestational age. The uterus was, therefore, 
somewhat larger than the menstrual history would 
indicate. 

The patient was admitted to the hospital 11 hours 
after the onset of uterine pains (labor). She soon 
ruptured her membranes spontaneously and deliv- 
ered normal twins an hour later, 19 hours after the 
accident and 12 hours after the onset of labor. 

Pathologic examination revealed an anatomically 
normal twin pregnancy whose fetuses each showed 
the expected degree of development for their men- 
strual age (12 weeks and three days). 

It will be noted in this case that uterine cramps 
began seven hours after the accident and bleeding 
five hours after the cramps. The authors empha- 
sized that when traumatic miscarriage does occur, 
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the time interval between the physical impact and 
the onset of bleeding and cramps is a matter of 
minutes and hours—an important criterion in the 
establishment of the diagnosis of traumatic mis- 
carriage. 

In many cases it is alleged that fright or psychic 
trauma, with or without physical impact, has caused 
a miscarriage. The idea that psychic trauma in the 
form of fright or mental anguish can cause miscar- 
riage is deep-rooted in the minds of the populace at 
large and it is apparently endorsed by numerous 
legal authorities. As an extreme example of this 
type of case, let us consider Harpole vs. Montgomery 
Ward, a recent Baltimore case (U. S. District Court, 
Baltimore, No. 5308). 


Mrs. Harpole, a woman previously suspected of 
being a shoplifter, visited the fur department of the 
Montgomery Ward store in Baltimore ostensibly to 
purchase a fur coat. The fur department is located 
on the first floor near the front door of the store. 
Mrs. Harpole was accompanied by a little girl, nine 
years old. After Mrs. Harpole had tried on several 
coats, and while the saleslady had gone to get an- 
other coat to show her, it was suddenly discovered 
that Mrs. Harpole and the little girl were missing. 
Missing also was the expensive fur coat which Mrs. 


Harpole had been trying on at the time the saleslady 
had left her. 


A few minutes later, Mrs. Harpole wearing the fur 
coat and with the little girl in hand, was seen rush- 
ing out of the front door. But she was spotted by 
a store detective, who recognized Mrs. Harpole be- 
cause of previous dealings with her as a shoplifter. 
The store detective made chase, apprehended her, 
and brought her back to the head store detective 
who promptly put her under arrest. 

Weeping bitterly and proclaiming hysterically her 
innocence, Mrs. Harpole maintained that while try- 
ing on the coat she had seen the little girl running 
out the front door of the store and, fearful that she 
would go into the busy street in front and forgetful 
of the fur coat, she dashed after the child. “I was 
excited,” said Mrs. Harpole. Although her story 
did not jibe at all with that of the store detective 
and clerks, she was acquitted after a jury trial. 


i now developed that four days after 
the arrest in Montgomery Ward, Mrs. Harpole suf- 
fered a miscarriage, and on the grounds that the 
miscarriage had been caused by the humiliation and 
mental anguish associated with the unjust arrest, she 
brought suit against Montgomery Ward for $5,000. 
On first trial of the case, the plaintiff was awarded 
$2,500, but the defense showed a mistrial and when 
the case came to court a second time it was decided 
in favor of Montgomery Ward. 
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In the group of medicolegal cases in which phys- 
ical injury has allegedly resulted from mental 
disturbance, miscarriage looms large; Prosser in- 
deed states that miscarriage appears so frequently 
in these cases that it has come to typify them. 
Green in his review, “Fright Cases,” points out 
that “with few exceptions, recoveries [recovery 
at law] have been restricted to women and for 
the most part to pregnant women.” Moreover, the 
concept that fright causes miscarriage seems to 
have been put in that category of facts “which 
everybody knows.” Thus Bohlen and Polikoff, in 
their review of “Liability in New York for the 
Physical Consequences of Emotional Disturbance,” 
write as follows: “It may be that a distinction 
might properly be drawn between those effects of 
fright or shock which the common experience of 
the ordinary man recognizes as likely to result 
therefrom, such as a miscarriage after a severe 
fright, and those obscure nervous disorders as to 
which even medical experts may and ‘do not agree.” 
The factual, obstetrical evidence, of course, as set 
forth in the study of Hertig and Sheldon cited above, 
is strongly against the viewpoint that fright can 
cause miscarriage. In this connection I have asked 
myself and would ask you what would be the highest 
degree of fright, terror and mental anguish to which 
a woman, pregnant or otherwise, could be subjected? 
Suppose that a woman while held by Japanese 
soldiers saw her husband and her children bayoneted 
to death. This happened to countless Philippine 
women in Manila, many of whom were pregnant. 
Suppose, as occurred in the London bombings, a 
woman saw her children dismembered by falling 
timbers; and suppose further that thousands of Eng- 
lish women, in constant dread of just such catastro- 
phes, sat night after night through those terrifying 
bombings. 


Now, there is factual evidence that many of these 
Philippine and English women who experienced these 
ghastly atrocities became mentally deranged but our 
question is: Did many of them who were pregnant 
miscarry? What was the incidence of miscarriage in 
Manila and in London during those days when 
women everywhere were subjected to constant fear, 
punctuated by acute periods of actual terror and 
violence. In an attempt to secure an answer to this 
question I have written to three professors of obstet- 
rics and gynecology who were in London at the time 
of the bombings and to the Professor of Obstetrics 
and Gynecology in the University of the Philippines. 
I asked them not only to give me their own opinions 
but to secure whatever evidence they could from 
hospital records and from the experiences of their 
obstetrical colleagues. Without exception everyone 
of this group replied stating that in his experience, 
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and as far as he could ascertain, there was no 
increase in miscarriage at the times mentioned. 
Because of the disruption of medical services and 
the loss of hospital records in these areas during 
World War II, it is impossible to adduce absolute 
proof that the frequency of miscarriage did not 
increase in association with the atrocities described. 
From the evidence at hand, however, it would seem 
improbable that there was any appreciable increase. 


But at this juncture you may well wonder why 
the concept of miscarriage, as the result of physical 
or psychic trauma, is so deep-rooted in the minds of 
most people. The answer is not far to seek. Obstet- 
rics, in the form of midwifery, is probably the 
world’s second oldest profession. For countless cen- 
turies, until very recent times, it has been wholly 
in the hands of midwives who, for the most part, 
were an ignorant, dirty, superstitious and alcoholic 
lot. When anything went wrong with any of their 
cases they had to come forth with some explanation 
by way of self-exoneration, and, in the case of mis- 
carriages, every conceivable cause was invoked. 
These old midwives’ tales have been whispered down 
the centuries from one generation to another, and 
to this day most women believe that hanging cur- 
tains, washing the hair in cold water and eating 
heavily seasoned foods, as well as watermelons, will 
all cause miscarriage. But the honest truth, as of 
1955, I have endeavored to lay before you. 


Cems allied with the subject of trau- 
matic miscarriage is that of prenatal injuries, a 
timely and growing field of litigation. However, 
since this subject was discussed in extenso at your 
meeting in Boston last year I shall, with your leave, 
omit it from the present discussion. 


Another field with which the plaintiff's attorney 
may occasionally have contact is that of disputed 
paternity. This has been the issue in numerous cases 
in which the husband has been away from his wife, 
perhaps out of the country for ten or more months, 
and the legitimacy of the child born in his absence, 
or just after his return, is questioned. For purposes 
of orientation, let us recall that the average duration 
of pregnancy from the day of fruitful coitus to the 
birth of the child is, in round numbers, 270 days. 
It is common knowledge, however, that there is wide 
variation in this figure and pregnancies that extend 
to 300 days are not uncommon. Wells, in a case 
without any legal implications, has advanced con- 
vincing evidence to show that the duration of 
pregnancy was 320 days from coitus to birth. This 
duration, it will be noted, is 50 days beyond the 
average and is extremely rare. With these figures in 
mind, let us consider four recent decisions. All were 
attempts by the plaintiff (husband) to establish 
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adultery on the part of the defendant (wife), solely 
on the basis of an abnormal length of gestation. 

1. Gaskill vs. Gaskill (English Probate Division, 
21 A.LR., 1451, 1921). In this English case, the 
Lord Chancellor found no evidence of adultery; 
therefore, the petition of the husband was dismissed 
owing to the failure of expert witnesses to disprove 
the pregnancy of 331 days, or 61 days beyond the 
average. 

2. Lockwood vs. Lockwood (Supreme Court, 
Special Term, Queens County, 62 N.Y.S., 910, May 
2, 1946). In this New York case, medical witnesses 
testified that in the light of present-day knowledge 
it could not be stated that a pregnancy of 355 days 
was impossible—that is, 85 days beyond the usual 
duration. The Court, accordingly, rendered judg- 
ment in favor of the defendant and dismissed the 
complaint. 

3. Wood vs. Wood (Divisional Court, England, 
D.C., 1947) .:-Lord Merriman in the Divisional Court 
stated: “I absolutely decline on the information 
before us in this case to state that the period of 346 
days is on the wrong side of any line that can 
possibly be drawn.” And the complaint was dis- 
missed. 

4. Preston-Jones vs. Preston-Jones. (House of 
Lords, England, December 1949). The husband 
petitioned for divorce on the grounds of adultery, 
since the date of the last intercourse with the 


defendant would extend the total length of gestation 
to 360 days, or 90 days beyond the average period. 
The divorce commissioner dismissed the husband’s 
petition and the Court of Appeals directed two re- 
hearings, before judgment was finally rendered in 
favor of the husband, granting a divorce. 


In sum, the courts have been extremely lenient 
in these cases of disputed paternity based on abnor- 
mal length of gestation and have apparently pre- 
ferred to overlook a little skulduggery rather than 
do an injustice to an innocent woman. 

Conversely, abnormally short duration of preg- 
nancy, is an occasional cause of legal action. For 
instance, in Kissell vs. Kissell (60 A (2d) 834, Pa., 
1948), the plaintiff sued for divorce on the ground 
that the defendant was pregnant at the time of their 
marriage by an act of intercourse with a person 
other than the plaintiff, that such fact was concealed 
from the plaintiff and that the marriage was, there- 
fore, procured by fraud. These allegations were 
based on the birth of a child 222 days after the 
marriage, that is, after a pregnancy about 50 days 
shorter in duration than the average. If this con- 
ception had occurred in wedlock one would suppose 
that the baby would have given evidence of its pre- 
mature status at birth by a low birth weight and 
the behavior patterns of a premature infant. How- 
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ever, neither the birth weight nor the behavior of 
the infant indicated that the baby was other than 
a robust, full term infant. The issue in this case, 
therefore, was: What was the true gestational age 
of this baby? This case finally went to the Supreme 
Court of Pennsylvania in 1948 and was decided in 
favor of the defendant on the basis of testimony 
given by the family physician who had examined 
her early in pregnancy. 

In many cases of disputed paternity, blood in- 
compatibility tests have been introduced to rule out 
this or that man as the father. As was true in the 
widely publicized case of Barry vs. Chaplin, the 
courts have been hesitant to accept this type of evi- 
dence on the basis that laboratory error is always 
a possibility and because of certain precedents. 


The troublesome and vexing newcomer 
in this field of disputed paternity is, of course, arti- 
ficial insemination, that is, when seminal fluid other 
than that of the husband is used. On December 13, 
1954, a Superior Court in Chicago rendered a deci- 
sion to the effect that children resulting from arti- 
ficial insemination, using a donor other than the 
husband, are illegitimate and that such procedure is 
contrary to public policy and good morals and con- 
stitutes adultery on the part of the mother, when 
done with or without the husband’s consent. This 
decision has given rise to much acrimonious debate 
and has focused attention on the countless legal 
problems which this procedure might conceivably 
create. The basic questions are two in number: First, 
is the procedure lawful? Second, and of equal im- 
portance: Is the child so conceived legitimate? Can 
the doctor and the donor, in addition to the wife, be 
found guilty of adultery? In states in which adultery 
is indictable by statute, is artificial insemination 
(adultery by the Chicago decision) a criminal 
offense? If so, is the physician performing the act 
an accessory to a crime? Is fraud perpetrated or an 
illegal act committed by executing a birth certificate 
which states that the mother’s husband is the father 
of the child—a known falsehood? Does the donor 
have an obligation to the child if one results? Does 
the donor, under any circumstances, have rights of 
inheritance from the child? Is the child of such 
artificial insemination an heir of his mother’s hus- 
band’s ancestors? What is the physician’s responsi- 
bility in selecting a donor? What is the physician’s 
responsibility if the resulting offspring should hap- 
pen to be abnormal? As pointed out by the Journal 
of the American Medical Association, the limit to 
such questions depends only on the imagination, 
knowledge and intellectual curiosity of the inquirer. 

To show that the courts do not agree on the legiti- 
macy of infants born from artificial insemination, 


the New York case of Strnad vs. Strnad (78 N.Y.S. 
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(2d) 390, N.Y., 1948), may be cited. The plaintiff 
wife filed a motion to determine the defendant hus- 
band’s right to visit the minor child of the two 
parties, the couple having been divorced. Several 
years previously, and with the defendant’s consent, 
the plaintiff was artificially inseminated by the 
semen from a donor unknown to either of them and 
the child consequently was not the offspring of the 
defendant. The court held that the child had been 
potentially adopted or semiadopted by the defend- 
ant. In any event, said the court, insofar as this 
defendant is concerned, and with particular refer- 
ence to visitation, he is entitled to the same rights 
of those acquired by a foster parent who has for- 
mally adopted a child, if not the same rights as those 
to which a natural parent in the circumstances would 
be entitled. Furthermore, said the court, assuming 
again that the plaintiff was artificially inseminated 
with the consent of the defendant, this child is not 
an illegitimate child. Indeed, logically and realis- 
tically, the situation is no different from that per- 
taining in the case of a child born out of wedlock 
who is by law made legitimate on the marriage of 
the interested parties. The court said that it would 
not pass on the legal consequences insofar as prop- 
erty rights are concerned in a case of this character, 
nor would the court express an opinion on the pro- 
priety of procreation by the medium of artificial 
insemination. The latter problem, particularly, said 
the court, is in the field of sociology, morality and 
religion. Accordingly, the defendant was granted the 
right to visit the minor child at certain specified 
times. 


T. turn now to another phase of forensic 
obstetrics, the operation of sterilization has wide- 
spread legal implications. In a recent Pacific Coast 
case, suit was brought against a nationally known 
obstetrician and gynecologist on the following 
grounds, The plaintiff, having suffered from high 
blood pressure for many years, had tubal steriliza- 
tion performed, at her and her husband’s request 
and with the approval of the obstetrician and gyne- 
cologist, in order to spare her the well-established 
hazard of future childbearing in the presence of hy- 
pertension. The operation proved a failure in that 
the plaintiff became pregnant a year or so later and, 
unfortunately, gave birth to a malformed child. 
While it was not alleged that the malformation of the 
infant was directly related to the failed sterilization, 
the child would not have been born at all had the 
operation been successful and so, indirectly at least, 
the failure of the operation was held responsible for 
the expense and heartache caused by this abnormal 
child. 

Now, with due sympathy to the plaintiff, it is com- 
mon knowledge to all obstetricians and gynecologists 
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that sterilization operations on women, as well as on 
men, are notoriously likely to fail even in the best 
circumstances. Our own record at the Johns Hopkins 
Hospital, where we have had extensive experience 
with tubal sterilization in women in over 2,000 cases, 
shows a failure rate of one in about 200 operations. 
Statistics from other hospitals show similar figures. 
There is indeed no operation for sterilization of 
women known, with the exception of removal of both 
ovaries, which is certain in efficacy. Failure of the 
procedure, therefore, is not evidence of an improp- 
erly performed operation. Because of these circum- 
stances, hospital permissions for this operation 
should be worded in such a manner that it is per- 
fectly clear to the woman and her husband that there 
is always some likelihood of failure and a subse- 
quent pregnancy. In our own permission form we 
refer to the operation simply as one which “may 
prevent further pregnancies.” Conversely, many 
cases have been brought, of course, because the sur- 
geon at operation removed the fallopian tubes with- 
out proper permission. Better worded operative per- 
mits are meeting this situation. Then there are cases 
in which the wife has brought action against her hus- 
band because he voluntarily had himself sterilized 
without her permission. Sometimes, such operations 
on the male may fail and lead to accusations of 
adultery by the husband in the event that the wife 
becomes pregnant. 

Finally, in regard to alleged malpractice in ob- 
stetrics: When the broad scope of forensic obstetrics 
is surveyed, including criminal abortion, traumatic 
abortion, prenatal injuries, disputed paternity, arti- 
ficial insemination, various questions related to ster- 
ilization, and other topics, malpractice suits consti- 
tute only a small fraction of the litigation in this 
sphere of medicine. Nevertheless, over the years a 
goodly number of such cases have come to my atten- 
tion, either locally in Baltimore or through letters 
from attorneys and doctors scattered throughout the 
country. I always endeavor to study these cases care- 
fully and without prejudice, to the end that I can 
give the inquiring lawyer or doctor an honest opin- 
ion. I have many times sided with the plaintiff and 
in one case even played a small part in securing a 
settlement of $128,000 for a certain Pacific Coast 
plaintiff. On the other hand, I must say that four out 
of five malpractice cases that come to my attention 
appear to be without merit. In that event, I always 
write back to the lawyer or doctor and try to explain 
in detail specifically why I think the case is without 
merit. Most often the reason is lack of any real evi- 
dence of proximate cause. Negligence can sometimes 
be proved without great difficulty, but to demonstrate 
beyond peradventure that that negligence was the 
proximate cause of the injury at question is often 
impossible. In my opinion, indeed, in four out of 
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five of these cases no such causal relationship ac- 
tually existed. 

Since I state that I find four out of five of these 
malpractice cases in obstetrics without merit, it 
probably will be said of me that I am biased in favor 
of the defense and the insurance companies. I am 
not biased in their favor and, I must say quite 
bluntly at the same time, that I am not biased in 
favor of the plaintiffs’ attorneys. I am biased, how- 
ever, in favor of one person, the person to whom I 
have given all my working hours for 30 years, and 
that is, the mother. I want the mother to get a square 
deal regardless of the interests of the defense attor- 
neys, the insurance companies or the plaintiffs’ at- 
torneys. If she, or her pregnancy, has actually suf- 
fered injury as the definite result of anyone’s negli- 
gence or incompetence, I will be the first to befriend 
her, even on the witness stand. If, on the other hand, 
she is mistaken about the genesis of her injuries, as 
she may honestly be, I want her to receive sympa- 
thetic but correct information. / do not want her 
misled by plaintiffs’ attorneys uninformed in ob- 
stetrics. Ungracious as this statement may seem, it is 
the raison d’étre not only of most alleged malprac- 
tice in obstetrics but of almost all traumatic miscar- 
riage cases. It seems to me incredible that you— 
members of a great and learned profession as you 


are—should so often be the victims of incorrect ob- 
stetrical advice. 

How can you get sound, unprejudiced advice on 
any given obstetrical case and not old midwives’ 
tales? My first suggestion would be to lay all the 
details of your case, by letter, before the professor of 
obstetrics and gynecology in your nearest medical 
school. Tell him (1) that his reply will be held in 
the strictest confidence and that you will not, under 
any circumstance, quote it to anyone; (2) that he 
will not be asked to serve as an expert witness, and 
(3) that you will follow his advice explicitly. Go to 
the top, in other words, for your advice and see what 
happens. I have great confidence in the integrity and 
judgment of my brethren in the specialty of obstet- 
rics and gynecology, and know you will receive hon- 
est answers. It would be my hope that in the course 
of time the American Academy of Obstetrics and 
Gynecology, made up of some 3,500 specialists in 
our field, will form a committee to meet this very 
problem. But in any event, the great need is a closer 
rapport between obstetricians and plaintiffs’ attor- 
neys, more mutual confidence and understanding. 
Obstetricians cannot hope to know the law and plain- 
tiffs’ attorneys cannot hope to know obstetrics. 
Therefore, let us get together more often for ex- 
change of thoughts. 


CALIFORNIA MEDICINE 





In Memoriam 


Cozsy, Harotp Otis. Died in San Diego, August 28, 1956, 
age 54, of coronary thrombosis. Graduate of the University 
of Texas School of Medicine, Galveston, 1924. Licensed in 
California in 1946. Doctor Cozby was a member of the San 
Diego County Medical Society. 


+ 


Fisuer, Haron L, Died in San Fernando, June 26, 1956, 
aged 43, of tuberculosis. Graduate of the University of Ore- 
gon Medical School, Portland, 1942. Licensed in California 
in 1942. Doctor Fisher was a member of the San Diego 
County Medical Society. 


GuenTtHeER, Leo Peter. Died in Los Angeles, August 22, 
1956, aged 58, of uremia. Graduate of Western Reserve Uni- 
versity School of Medicine, Cleveland, Ohio, 1923. Licensed 
in California in 1926. Doctor Guenther was a member of the 
Los Angeles County Medical Association. 


+ 


Hrssen, J. Severy. Died in Pasadena, September 30, 1956, 
aged 68. Graduate of the College of Physicians and Sur- 
geons, Los Angeles, 1914. Licensed in California in 1914. 
Doctor Hibben was a retired member of the Los Angeles 
County Medical Association and the California Medical As- 
sociation, and an associate member of the American Medical 
Association. 


+ 


IsEMINGER, SIDNEY W. Died in Bakersfield, September 29, 
1956, aged 41. Graduate of the University of Southern Cali- 
fornia School of Medicine, Los Angeles, 1941. Licensed in 
California in 1941. Doctor Iseminger was a member of the 
Kern County Medical Society. 


+ 


Jones, Isaac H. Died in Los Angeles, September 7, 1956, 
aged 75. Graduate of the University of Pennsylvania School 
of Medicine, Philadelphia, 1906. Licensed in California in 
1920. Doctor Jones was a member of the Los Angeles County 
Medical Association. 


+ 


Knapp, Epwarp VoLney. Died in San Rafael, September 
28, 1956, aged 78. Graduate of Cooper Medical College, San 
Francisco, 1907, Licensed in California in 1908. Doctor 
Knapp was a retired member of the Marin County Medical 
Society and the California Medical Association, and an asso- 
ciate member of the American Medical Association. 


+ 


Kuun, Orta Epwarp. Died in Pasadena, September 3, 
1956, aged 74, of myocardial infarction. Graduate of Stan- 
ford University School of Medicine, Stanford-San Francisco, 
1917. Licensed in California in 1917. Doctor Kuhn was a 
retired member of the Ventura County Medical Society and 
the California Medical Association, and an associate member 
of the American Medical Association. 


+ 


McLeop, FrepertcK L. Died in Hollywood, August 24, 
1956, aged 77, of subarachnoid hemorrhage. Graduate of the 
College of Physicians and Surgeons, Baltimore, Maryland, 
1907. Licensed in California in 1924. Doctor McLeod was a 
retired member of the Los Angeles County Medical Associa- 
tion and the California Medical Association, and an associate 
member of the American Medical Association. 
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RauMan, Lincoin. Died in Los Angeles, August 11, 1956, 
aged 52, of multiple injuries received in an automobile col- 
lision. Graduate of Cornell University Medical College, New 
York, New York, 1932. Licensed in California in 1946. Doc- 
tor Rahman was a member of the Los Angeles County Medi- 
cal Association. 


+ 


ScHIFFBAUER, Hans E. Died in Los Angeles, September 
17, 1956, aged 73, of heart disease. Graduate of the Univer- 
sity of Illinois College of Medicine, Chicago, 1907. Licensed 
in California in 1920. Doctor Schiffbauer was a member of 
the Los Angeles County Medical Association. 


+ 


SEVENMAN, Georce WILLIAM. Died in San Mateo, August 
31, 1956, aged 82, of pulmonary embolus. Graduate of 
Cooper Medical College, San Francisco, 1894. Licensed in 
California in 1895. Doctor Sevenman was a retired member 
of the San Mateo County Medical Society and the California 
Medical Association, and an associate member of the Ameri- 
can Medical Association. 


+ 


Stmpson, Russett E., Jr. Died in Arcadia, August 6, 
1956, aged 40. Graduate of Stanford University School of 
Medicine, Stanford-San Francisco, 1942. Licensed in Cali- 
fornia in 1948. Doctor Simpson was a member of the Los 
Angeles County Medical Association. 


+ 


STEPHENS, Puitip Howarp. Died in Los Angeles, Septem- 
ber 7, 1956, aged 80. Graduate of the Washington University 
School of Medicine, St. Louis, Missouri, 1899. Licensed in 
California in 1911. Doctor Stephens was a retired member 
of the Los Angeles County Medical Association and the Cali- 
fornia Medical Association, and an associate member of the 
American Medical Association. 


+ 


Stewarp, W. Bensamin. Died in Burlingame, August 24, 
1956, aged 76, of coronary occlusion. Graduate of the Uni- 
versity Medical College of Kansas City, Missouri, 1908. Li- 
censed in California in 1939. Doctor Steward was a member 
of the Los Angeles County Medical Association. 


+ 


Tuomson, Hersert S. Died in Corte Madera, September 
7, 1956, aged 73, of cancer of the esophagus. Graduate of 
Johns Hopkins University School of Medicine, Baltimore, 
Maryland, 1909. Licensed in California in 1913. Doctor 
Thomson was a retired member of the San Francisco Medi- 
ical Society and the California Medical Association, and an 
associate member of the American Medical Association. 


+ 


WappeLLt, Witu1AM Everett. Died in Los Angeles, Au- 
gust 24, 1956, aged 91, of pulmonary embolism and adeno- 
carcinoma of the prostate. Graduate of Pulte Medical Col- 
lege, Cincinnati, Ohio, 1887. Licensed in California in 1895. 
Doctor Waddell was a retired member of the Los Angeles 
County Medical Association and the California Medical As- 
sociation, and an associate member of the American Medical 
Association. 
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CALIFORNIA MEDICAL ASSOCIATION 


Annual Meeting 


Ambassador Hotel 
LOS ANGELES 


April 28 - May 1, 1957 


Papers for Presentation 


If you have a paper that you would 
like to have considered for presenta- 
tion, it should be submitted to the 
appropriate section secretary (see list 
on this page) no later than November 
19, 1956. 


Scientific Exhibits 


Space is available for scientific 
exhibits. If you would like to present 
an exhibit, please write immediately to 
the office of the California Medical 
Association, 450 Sutter Street, San 
Francisco 8, for application forms. To 
be given consideration by the Commit- 
tee on Scientific Work, the forms, com- 
pletely filled out, must be in the office 
of the California Medical Association 
no later than December 1, 1956. (No 
exhibit shown in 1956, and no indi- 
vidual who had an exhibit at the 1956 
session, will be eligible until 1958.) 


SCIENTIFIC PAPERS 
SCIENTIFIC EXHIBITS 
PLANNING MAKES PERFECT 
AN EARLY START HELPS 


SECRETARIES OF SCIENTIFIC SECTIONS 


ALLERGY . - 0©« ee e«e« « e« William J. Kerr, Jr. 

711 D Street, San Rafael 

ANESTHESIOLOGY - Howard S. Downs 
332 North Glendale dination Glendale 6 


DERMATOLOGY AND SYPHILOLOGY . . Edwin M. Hamlin 
2932 North Fresno Street, Fresno 


EAR, NOSE AND THROAT . - « Seymour Brockman 
2007 Wilshire Boulevard, Los Angeles 57 


ee 3 4% - « Harold B. Alexander 
“4 West Valerio Street, Santa Barbara 


GENERAL PRACTICE. - Thomas N. Elmendorf 
Masonic Building, Willows 


GENERAL SURGERY ... - W. Kenneth Jennings 
233 West Pueblo Street, Santa Barbara 


INDUSTRIAL MEDICINE AND SURGERY . . Earle T. Dewey 
600 Stockton Street, San Francisco 20 


INTERNAL MEDICINE . - « Donald W. Petit 
960 East Green Street, feienee 1 


OBSTETRICS AND GYNECOLOGY Keith P. Russell 
511 South Bonnie Brae, Los Angeles 57 


ORTHOPEDICS Raymond M. Wallerius 


2909 3 Street, Scere 16 


PATHOLOGY AND BACTERIOLOGY . Dominic A. DeSanto 
Mercy Hospital, San Diego 3 


PEDIATRICS . . . . . « « «+ « Sidney Rosin 
6230 Wilshire Boulevard, Los Angeles 48 


PSYCHIATRY AND NEUROLOGY . - Howard A. Black 
2901 Capito! Avenue, Sacramento 16 


PUBLIC HEALTH .. . - « James C. Malcolm 
15000 Foothill Boulevard, San Leandro 


RADIOLOGY . - Stanford B. Rossiter 


Th wabeeneity Bite, Menlo Park 


UROLOGY Edmund Crowley 


1930 Wilshire eaiewands, oe Angeles 57 
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MAN 


MILLA RY 


TO THE CALIFORNIA MEDICAL ASSOCIATION 


The Year Ahead 


THE Annual Fall Board Meeting and Conference of 
the Woman’s Auxiliary to the California Medical 
Association was held September 25 to 27 at the 
Huntington-Sheraton Hotel in Pasadena. This meet- 
ing, held each year in September, is a combined 
statewide board meeting of the entire governing 
board of the Auxiliary and a workshop for the 
presidents and presidents-elect of the 33 component 
county auxiliaries. It was gratifying to have 28 of 
the 33 county presidents on hand and over half of 
the presidents-elect. 


The Conference is set up in panel form covering 
all of our departments, with suggestions and infor- 
mation for the presidents to take back to their 
counties for the year’s activities. 


Mrs. Robert Flanders, president of the Woman’s 
Auxiliary to the American Medical Association, was 
our guest. She and Dr. Flanders came out from New 
Hampshire especially for the Conference, and Mrs. 
Flanders’ suggestions and information added greatly 
to the success of the meeting. Many things pertinent 
to our part in furthering of the plans of the Ameri- 
can Medical Association were discussed and we 
believe that our program will be greatly strength- 
ened this year. 

The National Auxiliary has added safety to its 
chairmanships and we are discussing whether or not 
we shall encompass this branch in our departments 
here in California. We know, of course, that the 
greatest portion of our fatal accidents occur in the 
home, and, certainly, helping to decrease loss of 
life is very close to us, so it is possible that in the 
years ahead we in California will wish to include 
safety in our activities. However, for the present we 
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are making a survey of each of the counties to deter- 
mine whether or not there is sufficient interest in 
safety to warrant our incorporating it in our plans. 

Nurse recruitment will play a very large part this 
year, as it always does, in our county projects and 
we hope to increase our recruitment materially in 
1957. 

At this particular time we are stressing the neces- 
sity of our individual members being active in the 
coming important election. While we take no part in 
partisan politics as an organization, as physicians’ 
wives and American women we feel very keenly the 
responsibility as well as the privilege of having a 
part in any and all elections. Many of our members 
are acting as registrars of voters and have done yeo- 
man service in registering physicians and their staffs 
throughout the state. Many of the women serve on 
election boards and in many other important ca- 
pacities. 

At Christmas time we will lay considerable em- 
phasis on Physicians’ Benevolence, for this seems a 
golden opportunity to express our appreciation for 
services rendered by those of our physicians who 
have become incapacitated or are unable to carry 
on in their chosen field. We do not hold regular 
meetings in December as a rule and at the holiday 
time our thoughts turn to spiritual services, which 
happily include kindness to our own. 

Each of the county presidents has returned to her 
county with new material, new ideas, and new en- 
thusiasm for her Auxiliary year. We earnestly trust 
that this enthusiasm may be productive of tangible 
results to the California Medical Association. 

Mrs. Paut C. BLAIsDELL, President 


Woman’s Auxiliary of the 
California Medical Association 





NEWS & NOTES 


NATIONAL + STATE - COUNTY 


ALAMEDA 


Dr. Fred W. Beck of Oakland was presented the Golden 
Head-Mirror Honor Award of the American Rhinologic Soci- 
ety “for meritorious sharing in the service of rhinology” at 
the second annual banquet of the society, which was held in 
Chicago, October 13. 

The second annual meeting and seminar of the society 
was attended by more than 100 specialists in diseases of the 
nose, an official announcement said. 


Dr. Paul L. Murphy of Hanford recently was appointed 
temporary health officer of Kings County to succeed Dr. Don- 
ald E. Upp in that position. 


LOS ANGELES 


Appointment of eight physicians to head various program 
activities of medical research, community services and edu- 
cation aimed at reducing the toll of diseases of the heart and 
circulatory system was announced recently by Dr. Edward 
M. Shapiro, president of the Los Angeles County Heart 
Association. 

These chairman are: Lewis T. Bullock, research commit- 
tee; Frank E. Davis, artery bank; Maurice Lipkis, diets and 
dietary products; Arthur Edwardes, rehabilitation; Arthur 
Feinfield, public education; Edward Phillips, professional 
education and symposium; Harold Miller, cardiac resuscita- 
‘tion, and Rea Schneider, heart of the home. 

* * * 


The College of Medical Evangelists recently announced 
the addition of seven physicians to the faculty of the 
medical school: Harold L. Engal, instructor in anesthesiol- 
ogy; Frederic W. Farrar, assistant professor of medicine; 
Robert Q. Quinn, instructor in obstetrics and gynecology; 
Milton Rosenthal, assistant professor of pathology; Ross H. 
Seasly, Jr., instructor in pathology; J. Earl Thomas, visiting 
professor and chairman of the department of physiology; 
and William E. Wilson, instructor in ophthalmology. 

In addition two promotions were announced: Dr. Edson 
Nichols has been appointed professor and chairman of the 
department of obstetrics and gynecology, and Mr. Ralph N 
Highsmith, a Los Angeles attorney, associate professor of 
legal medicine, has been named acting chairman of that 
department. 


SAN FRANCISCO 


A dinner of the San Francisco chapters of the Pan Amer- 
ican Medical Association and the Pan American Society 
was given October 12 at the Fairmont Hotel in honor of the 
consular representatives of the Latin-American nations. Dr. 
Charles Pierre Mathé presided and the Hon. André Rouzier, 
Consul General of Haiti and vice-president of the Asociacién 
Consular de las Naciones Americanas, spoke on the discov- 
ery of America by Columbus, 
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SAN MATEO 


Dr. Frances Baker of San Mateo was elected secretary 
for 1956-57 of the American Congress of Physical Medicine 
and Rehabilitation at the recent annual meeting of the or- 
ganization in Atlantic City, N. J. 


GENERAL 


More than 200 members of the California Society of In- 
ternal Medicine met at the La Playa Hotel, Carmel, Sep- 
tember 28 to 30, for the annual session of the organization. 
Dr. William C. Mumler, Los Angeles, was elected president 
and Dr. Robert L. Smith, Jr., San Francisco, vice-president. 
Dr. Claude P. Callaway, San Francisco, was reelected secre- 
tary-treasurer. 

New members on the Council are Dr. Edward Shapiro, 
Beverly Hills, and Dr. Joseph F. Sadusk, Jr., Oakland. Re- 
elected were Dr. Thurman K, Hill, Santa Barbara; Dr. Wal- 
ter P. Martin, Long Beach; Dr. Paul V. Morton, San Jose. 
and Dr. James H. Thompson, San Francisco. 

aK * * 


Cash awards given annually by the Council on Under- 
graduate Medical Education of the American College of 
Chest Physicians for the three best contributions pre- 
pared by undergraduate medical students on any phase 
in the diagnosis and treatment of chest diseases (heart 
and/or lungs) will be increased for the 1957 contest. The 
first prize will be $500; second prize will be $300, and third 
prize $200. Each winner will also receive a certificate of 
merit. 


The winning contributions will be selected by a committee 
of chest specialists and will be announced at the 23rd An- 
nual Meeting of the American College of Chest Physicians 
to be held in New York City, May 29 to June 2, 1957. The 
deadline for entries is April 10, 1957. Complete information 
may be obtained from the executive director, American Col- 
lege of Chest Physicians, 112 East Chestnut Street, Chicago 
11. 


* * a 


The Trustees of the Caleb Fiske Prize of the Rhode 
Island Medical Society announce as the subject of this year’s 
essay competition, “The Present Day Treatment of Infer- 
tility.” Essays must be typewritten, double spaced. They 
should not exceed 10,000 words and must be submitted by 
January 10, 1957. A cash prize of $350 is offered. 


Complete information regarding the regulations may be 
obtained from the secretary, Caleb Fiske Fund, Rhode Island 
Medical Society, 106 Francis Street, Providence 3, Rhode 
Island. 


* * * 


Cardiology, mental disease, and the treatment of eye dis- 
orders have been selected as topics for the 1957 Schering 
Award Contest, open to medical students in the U. S. and 
Canada, according to Dr. Chester B. Szmal, chairman of the 
award committee. At the same time it was announced that 
a total of $4,500 in cash prizes will be awarded—double the 
amount offered in any previous year. A $1,000 first prize and 
a $500 second prize will be awarded for the best papers on 
each of the three selected topics. 

The three subjects for 1957 are: (1) Incidence of Various 
Types of Cardiovascular Diseases by Age Group in the Male 
and Female. (2) Recent Trends in Corticosteroid Therapy 
for Ocular Disorders. (3) Recent Advances in the Biochem- 
ical Aspects and Treatment of Mental Disease. 

Literature and entry forms are being distributed in medi- 
cal schools, it was said. Students interested in participating 
should submit their entry forms by January 1, 1957. 
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Times and places of six sectional meetings of the 
/merican College of Surgeons, to be held in conveniently 
iocated cities in the United States, Canada and Puerto Rico 

uring 1957, were announced recently as follows: San Juan, 
‘yerto Rico, January 16 to 18; New Orleans, February 4 to 

: Seattle, February 28 to March 2; Washington, D. C., 
larch 18 to 20; Toronto, Ontario, March 25 to 27, and St. 
‘aul, April 8 to 10. 


POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
assemblies and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed hére, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
417 South Hill Street, Los Angeles 13. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Obstetrics and Gynecology. Friday and Saturday, No- 
vember 16 and 17. Eleven hours. Fee: $40.00. 


Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Newer Diagnostic and Therapeutic Aspects of Gas- 
trointestinal Diseases. November 15 and 16. Fifteen 
hours. * 


Symposium on Cataracts. December 5, 6, 7. Twenty 
hours.* 


New Diagnostic and Therapeutic Techniques. Decem- 
ber 12, 13, 14. Twenty hours.* 


Conference on Dermatology. January 11 and 12, 1957. 
Fourteen hours.* 


Iron in Clinical Medicine (International Sympo- 
sium). January 28 and 29, 1957. Sixteen hours.* 


Fundamental Principles of Radioactivity and the 
Diagnostic and Therapeutic Uses of Radioisotopes. 
Two or three month course limited to one enrollee per 
month. Tuition: $250.00 per month. 

Contact: Seymour M. Farber, M.D., Head, Postgraduate 
Instruction, Office of Medical Extension, University of 


California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 


Home Course in Electrocardiography. Physicians may 
register at any time and receive all 52 issues. Fifty-two 
weeks. Fee: $100.00. 


*Fees to be announced. 
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Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 


Conferences and Clinics in Endocrinology. Hotel 
Statler and Los Angeles County Hospital. All day, each 
day, November 29, 30 and December 1. Fee: $65.00. 


Conferences and Live Clinics in Diseases of the 
Liver and Biliary Tract. All day, each day, Friday, 
Saturday and Sunday, March 22, 23, and 24, 1957. 
Hotel Statler and Los Angeles County Hospital. Fee: 
$65.00. 


Contact: Phil R. Manning, M.D., Director, Postgraduate 
Division, University of Southern California School of 
Medicine, 2025 Zonal Avenue, Los Angeles 33. CApital 
5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


Surgical Anatomy: Dissection, Demonstration and 
Lectures, Thorax, Abdomen and Pelvis. Mondays 
and Wednesdays, January 14 through April 17, 1957. 
104 hours. 


Varicose Veins, the Peripheral System. Tuesdays, 
January 15 through February 26, 1957. Fourteen hours. 


Surgical Anatomy: Demonstration and Lectures, 
Thorax, Abdomen and Pelvis. Wednesdays, January 
16 through April 17, 1957. Twenty-six hours. 


Management of Infertility. Thursdays, January 17 
through March 7, 1957. Twelve hours, 


Operative Surgery. Wednesdays, March 20 through June 
5, 1957. Thirty hours. 


Gynecology. Wednesdays, March 27 through May 29, 
1957. Ten hours. 


Thoracic Surgery. Wednesdays, April 24 through May 
15, 1957. Eight hours. 


Contact: Chairman, Section on Graduate and Postgradu- 
ate Medicine, College of Medical Evangelists, 1720 
Brooklyn Ave., Los Angeles 33. ANgelus 9-9131, Ext. 205. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE COURSES 


Aupio Dicest Founpation, a nonprofit subsidiary of the 
C.M.A., now offers (on a subscription basis) a series of 
hour-long tape recordings designed to keep the physi- 
cian abreast of current happenings in his particular 
field. Composed of practice-useful abstracts from 600 
leading journals, with short lectures and editorial com- 
ments from prominent physicians, Audio Digest offers 
programs covering general practice, surgery, internal 
medicine, obstetrics and gynecology, and pediatrics. 

Contact: Claron L. Oakley, editor, 6767 Sunset Blvd., 
Hollywood 28, Calif. 


West Coast Circuit in cooperation with University of 
Southern California School of Medicine: 


San Luis Obispo—Mondays, February 18, 25, March 4, 
11, 1957. 


Santa Maria—Tuesdays, February 19, 26, March 5, 12, 
1957. 


Santa Barbare—Wednesdays, February 20, 27, March 6, 
13, 1957. 
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POSTGRADUATE INSTITUTES, 1957 


SoutHerN Counties (Riverside, Orange and San Bernar- 
dino) in cooperation with University of California, Los 
Angeles, February 14 to 15, 1957, Disneyland Hotel, 
Anaheim. Chairman: H. C. Barron, M.D., 4030 Eighth 
Street, Riverside. 


West Coast Counties in cooperation with University of 
Southern California, March 7 to 8, 1957, Golden Bough 
Theater and La Playa Hotel, Carmel. Chairman: Ed- 
win W. Tucker, M.D., 1073 Cass Street, Monterey. 


San Joaguin Counties in cooperation with University of 
California, San Francisco, March 21 to 22, Hotel Cali- 
fornian, Fresno. Chairman: Richard H. Whitten, M.D., 
2912 Fresno Street, Fresno. 


Nort Coast Counties in cooperation with Stanford Uni- 
versity, April 11 to 12, 1957, Odd Fellows Hall, Santa 
Rosa. Chairman: Robert S. Quinn, M.D., 185 Sotoyome 
Avenue, Santa Rosa. 


SACRAMENTO VALLEY CounTIES in cooperation with Col- 
lege of Medical Evangelists, June 20 to 21, 1957, Tahoe 
Tavern, Lake Tahoe. Chairman: C, M. Blumenfeld, 
M.D., 4700 Parkridge Road, Sacramento. 

Contact: One of the chairmen listed above, or Mrs. Mar- 
garet H. Griffith, Director, Postgraduate Activities, Cali- 
fornia Medical Association, 417 So. Hill Street, Los 
Angeles 13. 


Medical Dates Bulletin 


NOVEMBER MEETINGS 


INTERIM Session, AMERICAN COLLEGE OF CHEsT PuyslI- 
cians, Benjamin Franklin Hotel, Seattle, Washington, 
November 25 to 26. Contact: Murray Kornfeld, execu- 
tive director, American College of Chest Physicians, 
112 East Chestnut Street, Chicago 11, Illinois. 


CauirorNiA CONFERENCE OF Loca HEALTH OFFICERS semi- 
annual meeting, Sacramento, November 27 to 28. Con- 
tact: Donald G. Davy, M.D., State Department of Public 
Health, 2151 Berkeley Way, Berkeley. 


1957 MEETINGS 


AmeERICAN BoarD OF SuRGERY examination, Part II, Los 
Angeles, January 14 and 15; San Francisco, January 17 
and 18. 


SouTHERN CALIFORNIA CHAPTER, AMERICAN COLLEGE OF 
Surceons, Biltmore Hotel, Santa Barbara, January 18, 
19, and 20. Contact: Max R. Gaspar, M.D., Secretary- 
Treasurer, 211 Cherry Avenue, Long Beach 2. 


CavirorNniA Rurat Heattu Councit Third Annual Con- 
ference on Rural Health, January 25 and 26, Hotel 
Senator, Sacramento. Contact: Glenn Gillette, associate 
director, Public Relations, California Medical Associa- 
tion, 450 Sutter Street, San Francisco. 


AMERICAN FEDERATION FOR CLINICAL RESEARCH, Wednes- 
day afternoon and Thursday morning, January 30 to 31. 
Golden Bough Theater and La Playa Hotel, Carmel.t 


For information contact: Joseph Ross, M.D., associate dean, 
uci Medical Center, Los Angeles 24. 


t Contact: Major Max E. Knickerbocker, MSC, Chief of Education 
and Training Branch, Letterman Army Hospital, San Francisco. 


WEsTERN ASSOCIATION OF PuysiciANs, Wednesday morn- 
ing and Friday afternoon, January 30 and February |, 
Golden Bough Theater, La Playa Hotel, Carmel.t 


WEsTERN Society FoR CLINICAL ResEARCH, Wednesday 
afternoon, Thursday and Friday mornings, Goldea 
Bough Theater and La Playa Hotel, Carmel.t 


Section on Diseases of the Chest, Los ANGELES County 
MepicaL AssociaTION and Los ANGELES County Tv- 
BERCULOSIS AND HEALTH AssocIATION Sixth Bienni:] 
Postgraduate Course on Diseases of the Chest. All da 
each day January 31 to February 2 at Los Angeles 
County Medical Association, 1925 Wilshire Blvd., Lo: 
Angeles. Contact: David Salkin, M.D., Veterans’ Ho:- 
pital, San Fernando. 


Society or GRADUATE SuRGEONS OF Los ANGELES CouNT 
Surgical Forum, March 4 to 8, Ambassador Hotel, Lo 
Angeles. Contact: Wm. F. Roe, M.D., 14431 Hamlin St , 
Van Nuys, Calif. 


CoLiLece oF MeEpicAL EvANGELISTs SCHOOL OF MEDICIN : 
Annual Alumni Postgraduate Convention. Refreshe: 
courses, White Memorial Hospital, March 10 and 11 
Scientific Assembly, Biltmore Hotel, March 12 to 14, 
both in Los Angeles. Contact: Walter B. Crawford, mar- 
aging director, Alumni Postgraduate Convention, 316 
N. Bailey St., Los Angeles 33, or telephone: ANgelus 
2-2173. 


REGIONAL MEETING INTERNATIONAL COLLEGE OF SURGEONS, 
Santa Barbara, California, April 1 to 2. Contact: Ross V. 
Parks, M.D., 1930 Wilshire Blvd., Los Angeles 57. 


LETTERMAN Army Hospitat “Surgery in Acute Trauma,” 
8 a.m. to 4:30 p.m., April 1 to 3.¢ 


Unitep States-Mexico Borper Pusiic HEALTH Asso- 
cIATION Fifteenth Annual Meeting, April 9 to 12, San 
Antonio, Texas. Contact: Donald G. Davy, M.D., State 
Department of Public Health, 2151 Berkeley Way, 
Berkeley. 


VaLitey Cuitpren’s Hospitat Spring Clinics, Roosevelt 
High Auditorium, Fresno, Contact: Valley Children’s 
Hospital, Millbrook and Shields Avenue, Fresno. 


LeTTERMAN Army Hospitat “Oral Surgery,” 8 a.m. to 
4:30 p.m., April 22 to 26.4 


Cauirornia Mepicat Association Annual Meeting, Am- 
bassador Hotel, Los Angeles, April 28 to May 1. Contact: 
John Hunton, executive secretary, 450 Sutter St., San 


Francisco 8, or Ed Clancy, director of Public Relations. 
417 S. Hill St., Los Angeles 13. 


CautrorniA Heart Association Annual Meeting Lafay- 
ette Hotel, San Diego, May 17, 18, and 19. Contact: 
J. Keith Thwaites, executive director, California Heart 
Association, 1428 Bush Street, San Francisco. 


WeEsTERN BRANCH, AMERICAN Pusiic HEALTH ASSOCIA 
TION annual meeting, Lafayette Hotel, Long Beach, Ma: 
29 and June 1. Contact: Mrs. L. Amy Darter, Secretary 
Treasurer, State Dept. Public Health, 2151 Berkele: 
Way, Berkeley. 


IpaHo State Mepicat AssociaTIoNn 65th Annual Meeting 
Sun Valley, June 16 to 19. Contact: Mr. Armand I 
Bird, executive secretary, 364 Sonna Bldg., Boise 
Idaho. 


CALIFORNIA MEDICINE 





(NFORMATION 


<he American Physician and 
he World Medical Association 


The World Medical Association has become a 
strong factor in protecting and promoting the pro- 
sssional interests of the medical profession and the 
cause of world peace. 


Now in its ninth year, W.M.A. is a federation of 
the most representative national medical association 
in each of 52 nations. These member organizations 
represent more than 700,000 physicians. The Ameri- 
can Medical Association is a leading member of the 
World Medical Association. 


Doctors of medicine the world over cherish the 
same basic ideals of conduct and the same devotion 
to the welfare of mankind. The World Medical 
Association is cultivating the common purposes of 
the profession. This growing community of interest 
is a source of strength to the physicians in every 
land. 


Already, by solid accomplishments, the World 
Medical Association has earned the right to call 
itself “the international voice of organized medi- 
cine.” Thanks largely to the United States Com- 
mittee and similar supporting committees of physi- 
cians in other leading nations, W.M.A. has a well- 
tried constitutional structure, a small but efficient 
secretariat, and a trilingual journal whose world- 
wide influence and value to the profession are 
rapidly growing. The permanent office of the secre- 
tariat—which serves both the Association and the 
United States Committee—is located in the United 
States. 

The membership of the United States Committee 
has been growing slowly but steadily. In 1955, the 
Committee reached its first important milestone of 
growth; a membership of 5,000 American physi- 
cians. 

Even with this modest membership representing 
scarcely 3 per cent of American medicine, im- 
portant achievements have been registered, many of 
which would have been impossible if the American 
pharmaceutical and related industries had not con- 
sistently matched the financial support given the 
United States Committee by its physician members. 


Last year, 176 members of the United States 
Committee attended the Ninth General Assembly of 
the World Medical Association in Vienna. This 


privilege is available to members of national sup- 
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porting committees. There is unique inspiration, 
personal enjoyment and intellectual stimulus in 
meeting our colleagues from many lands, and in 
helping to formulate programs that may have in- 
calculable benefits for the profession, and for the 
welfare of the world. 

The World Medical Association assists traveling 
physicians by providing them with introductions to 
colleagues in other countries, by making speaking 
engagements for them abroad, by acquainting them 
with visiting doctors from other countries, and, of 
course, by sending the World Medical Journal to 
members of all national supporting committees. 

In 1953, the World Medical Association spon- 
sored the First World Conference on Medical Edu- 
cation, held in London. Representatives for many 
nations have reported concrete benefits from this 
epochal meeting in terms of better standards and 
practices in medical education in their countries. A 
Second World Conference on Medical Education is 
now being planned for 1959, to be held in the 
United States. 


Two other World Medical Association accom- 
plishments that have brought great credit to our 
profession and strengthened its solidarity through- 
out the world were the promulgation in 1948 of the 
Declaration of Geneva, comprising a modern restate- 
ment of the Hippocratic Oath, and the adoption in 
1949 of an International Code of Medical Ethics. 


The activities of W.M.A. in the field of social 
security are of particular interest to American 
physicians. They have revealed boldly and unmis- 
takably the physician’s inherent and universal need 
for freedom from third-party interference with the 
practice of medicine. Such activities should not only 
fortify but inspire the efforts of American medicine 
to solve our socioeconomic problems without resort 
to governmental subsidy or control. 


On the international stage, the World Medical 
Association has endeavored to counter efforts of the 
International Social Security Association and the 
International Labour Organization to promote state 
medicine under social security programs. The World 
Medical Association has earned the respect of the 
International Labour Organization for its defense 
of the interests of medicine against the Interna- 
tional Labour Organization Convention for Medical 
Socialization in 1952. Now the World Medical Asso- 
ciation is attempting to wrest from the International 
Labour Organization the recognized world leader- 
ship in the field of occupational medicine. 

The World Medical Association has engaged in 
efforts to protect medical research; to safeguard the 
National Pharmacopeias and the rights of indi- 
viduals discovering new drugs and agents to name 
them. 
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The World Medical Association has served the 
profession by representing it in relation to the 
World Health Organization—the official health 
agency of the United Nations. In the attempt by 
WHO and other agencies to draft an International 
Code of Medical Law, W.M.A. has insisted that such 
a code be based upon ethical principles acceptable 
to the profession. 

For all these activities, and for many more which 
demand our attention, additional funds are needed. 
Each new member not only contributes his nominal 
membership dues, but, more vitally, he lends his 
name and influence to the program of the W.M.A. 
and of its United States Committee. 

America’s world leadership challenges America’s 
physicians to make the United States Committee a 
truly impressive and representative body of Ameri- 
can physicians. 


Care of Military Personnel AWOL 


THE FOLLOWING LETTER to the editor of the New 
England Journal of Medicine, submitted by Briga- 
dier General H. W. Glattly, Surgeon, Headquarters, 
First Army, and subsequently published in Volume 
255, July 12, 1956, is reproduced in part as a matter 
of general interest to civilian physicians and civilian 
hospitals in this area. 

“In a number of cases physicians and hospitals 
have accepted for emergency treatment members of 
the Army who were in a status of absent without 
official leave (AWOL). Upon subsequent submission 
of vouchers for payment, the physician or hospital 
has had to be informed that current regulations 
preclude the payment from public funds for medical 
treatment rendered military personnel in such a 
status. 

“Upon the acceptance by a hospital or physician 
of a member of the military service (Army, Navy or 
Air Force), immediate report should be made to the 
nearest military facility of the illness or injury. This 
procedure should be accomplished whether the per- 
son is absent with or without official leave in order 
that his parent organization may be informed of his 
continued absence by reason of illness or injury. 
If he is in an AWOL status, the report of his location 


Every individual physician in the U. S. A. is 
eligible for membership in the United States Com. 
mittee. Annual membership dues are $10.00. The 
dues for Patron Members are $100.00 or more. 
Many of our members regularly make contributions 
to the U. S. Committee, in addition to their annual 
dues. All such contributions to the United States 
Committee of the World Medical Association are 
tax deductible. 


As the international voice of organized medicin», 
the World Medical Association is speaking for yo. 
It is seeking to promote and protect your interest:. 
You are urgently invited to help these efforts alon;., 
by joining the United States Committee, and pa>- 
ticipating in its work. 

Louis H. Bauer, M.D. 


Secretary-Treasurer 
The World Medical Associatica 


and illness or injury constitutes a return to military 
control and, in effect, terminates his AWOL status. 
The government subsequently becomes responsible 
for payment of his medical care by civilian agencies. 
These statements apply to practically every situation 
except unusual cases in which a person is engaged 
in a criminal act or when unauthorized medical care 
is furnished for a condition that is not an emergency. 
Also, the assumption must be made that one service 
will act for the other in the matter of relaying the 
information to the parent organization. 


“Statement of account for payment may be for- 
warded to the commanding officer, who will transmit 
them to their proper destination. The processing of 
an account involves a matter of weeks, but payment 
is certain when emergency medical care is rendered 
a bona fide member of the military service who is 
not AWOL and who is not engaged in a criminal 
OR wc, 


It cannot be overly stressed that early reporting 
of the individual to the proper military authorities 
is of the utmost importance. 


Any inquiries concerning the subject discusse:! 
may be addressed directly to the Surgeon, Head 
quarters Sixth Army, Presidio of San Francisco 
California. 
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THE PHYSICIAN'S Cookshelf- 


POLICE DRUGS—Jean Rolin, translated by Laurence 
j. Bendit. Philosophical Library, New York, 1956. 194 
pages, $4.75. 


This book is an impassioned argument against the use of 
drugs, especially the barbiturates, and more particularly 
thiopental sodium (pentothal sodium) in efforts by police 
to secure legal evidence from a suspect. In the Introduction 
he states that once these drugs “come to be used outside 
the psychiatric clinic, in connection with courts of iaw, 
become simply police drugs. The moment methods of in- 
vestigating the unconscious pass from the strictly medical 
and therapeutic sphere into the forensic, these drugs become 
prostituted into means of extortion, turn the skill of the 
(medical) expert into the work of a policeman, and destroy 
all chance of true justice being meted out.” 

The first two chapters give a history of the development 
of scopolamine as an alleged “truth serum,” and the warn- 
ing which medical experts have made against this use and 
the development of barbiturates and amphetamine for 
psychiatric purposes and their effects on the central nervous 
system. As would be expected in a book by a layman, there 
are errors or misunderstandings concerning the chemical 
and pharmacological nature of the drugs discussed. For 
example, methylamphetamine is described as the dextro- 
rotary form of amphetamine. 


The remaining six chapters give a history of police 
methods in obtaining or extorting confessions from the dark 
ages until the present. In Chapter 4 the case of Henri Cens 
was described. This unfortunate member of the French 
Police was accidentally shot in the frontoparietal, resulting 
in hemiplegia and aphasia. He was later accused of collabor- 
ation with the Germans in repressing the Resistance, but 
because of his aphasia was able neither to deny nor admit 
the accusation, Under thiopental he was reported to have 
uttered the one word “Qui” and therefore assumed to be 
malingering. Although eventually cleared of the accusation, 
Cens spent many months in prison, suffering from Jackson- 
ian epilepsy, and repeatedly questioned by the police. The 
author over and over, with many repetitions of the idea in 
different guises and association points out “what an abuse 
torture is when used in search of a confession.” He greatly 
fears the spread of authoritarian government by such means. 
“Pentothal is all the more to be feared in that it has come 
into a world in process of spiritual disintegration. The 
question of its use is identical with that of the safety of 
man in a dehumanized civilization.” And again: “We are 
concerned with forensic medicine in a world already given 
over to power politics, to judicial systems which degrade. 
Inevitably, under these conditions, pentothal must become, 
if it is not already, one of a number of means open to the 
use of tyranny, whose claims are always increasing and 
whose methods, when exasperated, turn to pure savagery.” 


It is obvious that “pentothal” is simply a symbol used 
by the author in his crusade against what in the United 
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States of America would be called an invasion of the Bill 
of Rights of the Constitution. He decries the invasion of 
secrecy, the twisting of “privileged information” for uses of 
prosecution, the usurpation of the privileges of the bench 
by police methods. It is a book which should be read by 
medicolegal experts, attorneys, judges and police officials, 
as well as by everyone interested in maintaining personal 


freedom. ‘68 


GYNECOLOGIC CANCER—Second Edition—James A. 
Corscaden, Ph.B., M.D., Professor Emeritus of Clinical 
Gynecology, College of Physicians and Surgeons, Columbia 
University, The Williams and Wilkins Company, Balti- 
more, 1956. 546 pages, $10.00. 

Corscaden’s “Gynecologic Cancer” is a comprehensive 
compilation of data concerning various forms of genital 
cancer. The author introduces the subject with a discussion 
of the frequency, probability of occurrence, accessibility 
and curability of cancer in general; here, the effect of delay 
of diagnosis on the chance of curability is discussed at 
length. He then proceeds to diagnostic methods describing 
standard procedures and working tools, pointing out the 
advantages of some over others and the shortcomings of 
some. Next, cancer of the vulva, vagina, cervix, corpus, 
chorion, fallopian tube and ovary are discussed sequentially 
and in great detail. Special attention has been given to the 
still incompletely solved problem of carcinoma-in-situ and 
the various approaches to its evaluation and treatment in 
the nonpregnant and pregnant states. The treatment of each 
type of cancer is discussed in detail and the advantages of 
certain types of technique are described briefly. Cancer of 
the cervix receives the author’s particular attention. Here, 
as in the chapter on cancer of the endometrium, the 
principle of irradiation is taken up in great detail and in 
plain language, well documented and equally well illus- 
trated. The author presents the end-results, reported by 
various clinics, without bias but does not hesitate to make 
recommendations on the basis of his own long experience. 

Each chapter goes into the genesis of the individual type 
of malignancy in an attempt to clarify present controversies 
over genetic, endocrine and environmental influences. The 
concluding chapters, dealing with the menopause in relation 
to cancer, the general management of the cancer patient and 
a lucid discussion of the nature of cancer, form a fitting 
conclusion to this readable and informative tome. 

The issuance of a second edition only four years after its 
original publication speaks well for the author’s ability to 
reach the reading medical-public. The present edition has 
been augmented with recent information and additional 
tables and illustration and as such takes its place with other 
authoritative works on cancer. Corscaden’s “Gynecologic 
Cancer” is profusely documented from the world’s medical 
literature and, as such, a most valuable reference book. 
The publishers, the Williams & Wilkins Company of Balti- 
more, Maryland, as usual, have turned out a fine job of 
printing and bookbinding. 
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LAUGHTER AND THE SENSE OF HUMOR—By Ed- 
mund Bergler, M.D. Intercontinental Medical Book Corp. 
in cooperation with Grune & Stratton, Inc., New York. 297 
pages, $5.00. 


Many years ago James Thurber composed an essay on the 
importance of “Leaving Your Mind Alone.” The author of 
this book is a psychoanalytic psychiatrist who believes not 
only in not leaving the mind alone, but in not even leaving 
laughter alone. He courageously and, at great length, an- 
alyzes the subject of laughter, wit and humor. 

As examples of the author’s style and method, we may 
quote a few paragraphs: 


“The nine ‘esthetic dead-end’ theories of laughter came 
from the German esthetic school of the nineteenth century. 
With the exception of one of their number, Theodor Lipps, 
none of them contributed anything of value. (Max Eastman 
has collected these theories with a diligence worthy of a 
better cause.) They all take as their point of departure the 
deductions of Jean Paul Richter (1763-1825) as published 
in Die Vorschule der Aesthetik in 1804 under the pseudonym 
‘Jean Paul.’ Humor, to Richter, represents not only art but 
ethics, and a philosophy of life. We laugh at the petty and 
inimical, he declares, contrasting it with the ideal of infinite 
sublimity. All things being petty, the tendency of laughter 
is to promote sympathy for mankind. When we laugh at 
other people’s stupidity, we are lending them our own in- 
sight.” 

Interestingly enough, Richter assumes the existence of 
some kind of autonomy in jest: “The jest has no purpose 
other than its own being—the poetic bloom of its nettle 
does not sting, and one can scarcely feel the blow of its 
flowering switch full of leaves.” He therefore opposes 
Hobbes’ theory. Richter’s own definition of humor as the 
fruit of a comparison between the petty and the sublime 
has a more realistic appendix, dealing with wit, “the dis- 
guised priest who marries all couples.” 


In discussing laughter in the adult sense, the author be- 
lieves that wit is one of the techniques used by the ego to 
attack the superego. “This statement was later indirectly 
taken by L. Eidelberg (‘A Contribution to the Study of Wit,’ 
the Psychoan. Review, 32, 1; 1945), to subsume a scopo- 
philiac sideshow. Also utilizing the voyeuristic-exhibition- 
istic exchange mechanism (according to which both parts of 
scopophilia can be used as defense) as postulated by Eidel- 
berg and myself in our joint study on depersonalization 
(‘The Mechanism of Depersonalization,’ Int. Zeitschr. fuer 
Psychoan., 1935), the deduction reads something like this: 
In listening to a joke, the child in the listener plays the 
voyeur; via identification with the narrator, voyeurism is 
transformed into exhibitionism; since this change takes 
place under pressure of the superego, deception of the latter 
is a prerequisite. Otherwise, Eidelberg holds that real ag- 
gression is displayed in wit, a point which I dispute, the 
pseudoaggression, covering more deeply repressed psychic 
masochism, seems to me of prime importance for under- 
standing the psychology of wit.” 


Later, in a chapter on the Four Pillars of The Sense of 
Humor, he observes: “There is a good deal of truth in 
Jekels’ thesis, although a series of qualifications are neces- 
sary. First: The unconscious ego’s attack is not a direct on- 
slaught against the pater familias; it is aimed, rather, at 
the internal ego ideal, the enshrined intrapsychic images of 
the giants of the nursery, plus the child’s own narcissism. 
Thus the attack is directed against the Daimonion, the anti- 
libidinous section of the superego, which typically misuses 
the ego ideal for its torture purposes. That correction be- 
came necessary after Jekels and I published our theory on 
the development and structure of the superego in the al- 


999 


ready-mentioned “Transference and Love’. 
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In all, there are 13 chapters, an extensive series of foot- 
notes and a good index. A metaphysician has been defined 
as a man who goes into a dark cellar at midnight, without 
a light, looking for a black cat that is not there. If we re- 
gard a sense of humor as a cat, reasonably black and with 
nine lives, we still doubt if it, he or she, could be detected 
by the laborious technique used by the author. However, the 
reviewer is not a psychoanalyst. There are a few tales in 
the book which lighten the otherwise heavy fare: “A woman 
consults an analyst. She explains tearfully, ‘My family thinks 
I’m crazy. And why: because I like pancakes. Tell m-, 
what’s wrong with liking pancakes?’ The analyst reassures 
her: ‘Of course there’s nothing wrong with liking pancake.. 
I like them myself.’ ‘You do,’ cries the delighted patient. ‘T’ | 
give you some of mine—I have a whole bureau full cf 
them’.” 

* « © 


THE CLINICAL CARE OF THE DIABETIC—James .. 
Short,, M.D., F.A.C.P., Associate Professor of Medicine, 
School of Medicine, College of Medical Evangelists. Sa 
Lucas Press, Los Angeles, 1955. 84 pages, $3.95. 


This book makes no pretense of being “exhaustive or e::- 
hausting.” It offers nothing new in the care of diabetes, 
though all the newest theories and opinions are mentione:! 
in passing. 

The author’s attempt in this book is to be practical an | 
concise. He reports his own opinions and technics (wit! 
modifications or apologies here and there) as he has em- 
ployed them in the successful care of many, many diabetic 
patients in the past 30 or more years. 

Any attempt to make a simple, concise statement about 
an inherently complicated and incompletely understood dis- 
order like diabetes is a bold, if welcome, effort. Such an 
effort is easier to criticize than to laud. There are, for 
instance, several references to a time-honored, and we!l 
worn out, theory that if the physician exercises sufficient 
caution in the care of diabetes he may expect the pancreas, 
sometimes, to recover. On the laudable side of the ledger 
is occasional reference to the fact that a diabetic patient 
is a person, not just a pile of chemicals. Some adjustment 
of chemical precision, it is advised, is necessary in the case 
of individuals who, by constitution, can not accept or 
understand the refinements of ideal discipline. 


Compliance with the author’s suggestions will provide 
adequate care for any diabetic patient. Any doctor who has 
been confused by the welter of contradictory opinions on 
the subject of diabetes and is looking for something to tie 
to would do well to anchor here. 


* * * 


VIRUS DISEASES AND THE CARDIOVASCULAR 
SYSTEM—A Survey—Ernest Lyon, M.D., Grune & Strat- 
ton, New York, 1956. 215 pages, $5.75. 


This monograph is an excellent compilation of existing 
knowledge on virus diseases and the cardiovascular system. 
An analysis of all types of viruses, their general properties, 
and the types of cardiac abnormalities which occur as a 
result of infection with them, is very comprehensively dis- 
cussed. There is a pertinent bibliography following the dis 
cussions of each virus and the author has managed to com 
press a great deal of information in a most compact and 
readable manner. Many of the references are within the 
past two years and the work is up-to-date. 

This book covers an aspect of cardiovascular disease no! 
otherwise available and I believe it will prove of grea 
interest to all physicians interested in internal medicine, as 
well as to pediatricians, microbiologists and cardiologists. 
It is, therefore, strongly recommended. 
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=LECTRODIAGNOSIS AND ELECTROMYOGRAPHY— 
me Clinical Applications of Electroneurophysiology— 
lited by Sidney Licht, M.D., Honorary Member, British 
sociation of Physical Medicine; Danish Society of Physi- 
} Medicine, and the French National Society of Physical 
} edicine; Elizabeth Licht, Publisher, 360 Fountain Street, 
)}ew Haven, Conn., 1956. 272 pages, 90 figures, $10.00. 


For those interested in the clinical or investigative appli- 
« tion of electromyography this book will be a welcome and 
‘ elpful guide in the office or laboratory. Within this small, 
ompact volume the theory and technic of investigation in 
neuronal, muscular, and junctional disorders by means of 
c.ectrical studies are presented in detail. The book will serve 

: a handy reference source even for those casually in con- 
tact with electromyographic studies in view of its rather 
clear and straightforward descriptions of all the applications 
1s well as the limitations of the method. 


Because of the multiplicity of contributors one finds a cer- 
iain amount of repetition, and this could, perhaps, have been 
avoided by more careful editing, but the outstanding feature 
of each section is the objective and concise way in which 
different aspects of electromyography are presented. Most 
physicians will welcome the clear approach to the fundamen- 
tal electrophysical principles as they are presented here, and 
these sections of the book would be a wholesome refresher to 
almost anyone practicing medicine today. 


A good part of the first section of the book is naturally 
devoted to the history of discoveries leading to the applica- 
tion of electromyography as we know it today. Later the 
problems of recording, the physical aspects of nerve and 
muscle membrane electricity, the significance of normal elec- 
trical reactions of nerve, muscle, and junction, and methods 
of interpretation are discussed. Not until the reader is quite 
familiar with the principles involved are clinical applications 
covered. The short chapters on EEG leave much to be de- 
sired and could well have been omitted without decreasing 
the value of the book. The section on electroretinography is 
of some interest but again probably is of little value to one 
interested in electromyography unless it be for the bibliog- 
raphy. 

This little volume can be read in one or two evenings and 
will be of general interest to those already doing much EMc. 
It covers enough of the neurophysiology or peripheral struc- 
tures to make it of great value to all those training in or in- 
terested in clinical neurology as well as physiatry. 


* Eg * 


THE PRACTICE OF PSYCHOSOMATIC MEDICINE— 
As Illustrated in Allergy—Hyman Miller, M. D., Associate 
Clinical Professor of Medicine, UCLA School of Medicine; 
and Dorothy W. Baruch, Ph.D., Consulting Psychologist. 
The Blakiston Division, McGraw-Hill Book Company, New 
York, 1956. 196 pages, $5.00. 


This well known practicing combination of allergist and 
psychologist have, in the reviewer’s opinion, given us a use- 
ful insight into their methods of handling patients who have 
parent and ego trouble along with their asthma, eczema and 
chronic rhinitis. 

Conversation and sign communication between patient, 
child patient, parent and physician abounds in the book, and 
practical comments on how to direct emotions and situations 
are connected immediately in the text with the active partic- 
ipation. Thus the reader has the opportunity of being a 
clinical auditor and student. 


At the beginning of the book a section heading reads, 
“Variations in the Relation of Immunologic to Clinical Al- 
lergy. Sub-headings are: 1. Immunologic Allergy with Con- 
sistent Symptoms; 2. Immunologic Allergy with Inconsistent 
Symptoms; 3. Symptoms Unrelated to Immunologic Allergy; 
1. Immunologic Allergy without Symptoms; 5. Symptoms 


YOL. 85, NO. 5 +» NOVEMBER 1956 


without Immunologic Allergy.” Thus the author finds that a 
psychologic approach is often of most help in classes 2, 3 
and 5. The reviewer would emphatically agree. Both the 
authors and the reviewer are troubled that the noun allergy 
has been loosely used to include the definition, antigen- 
antibody reaction of an “injurious” nature, and also roughly 
applied to all instances of asthma, eczema and urticaria. 


Miller and Baruch follow classical psychodynamic prin- 
ciples in their formulation of the commonest psychologic 
problems of their patients, and find from their experience 
that mother rejection of the child, either overt or hidden, 
induce hostility which in turn is blocked in expression. This 
they feel is a proper soil for inducing and perpetuating 
asthma and eczema. These symptoms are body expressions 
more acceptable in relation to the guilt and anxiety of the 
patient. They of course offset this by accepting hostility and 
then aid in gradual expression of it within special limits. 


Some individuals working in the field reject the emphasis 
the authors place on mother rejection of the child as it 
works in the parent and in the child rejected or smothered 
with “love.” The reviewer believes that the workers concep- 
tion of this concept may vary. Many would accept the dy- 
namics if couched in more basic biologic terms. Be this as 
it may, treatment of psychobiologic processes will probably 
need to be carried out along the lines suggested by the au- 
thors until such a time when enzymes, drugs and other levels 
of communication can be used for aiding adaptation. 


Minor criticism of the book would rest (a) in the rather 
set statements about the role of histamine in the phenomena 
under discussion, (b) in the reader derived inference that 
because 96 per cent of the authors’ “allergic” patients ex- 
isted in a climate of mother rejection this obtained through- 
out the massive population of hay fever and asthma patients 
in the United States. Here again the reader must be cogni- 
zant of the loose use of the term allergy which even creeps 
into this excellent book, (c) More emphasis should be 
perhaps placed on how much more we need to know about 
eczema and these other syndromes. 


Altogether, the reviewer as a so-called allergist and of 
necessity amateur psychologist, highly recommends this book 
for all of those who wish to use a preventive medicine which 
treats the patient as well as his symptoms. 


* * * 


ENDOGENOUS UVEITIS—Alan C. Woods, M.D., Pro- 
fessor Emeritus of Ophthalmology, Johns Hopkins Univer- 
sity School of Medicine. The Williams and Wilkins Com- 
pany, Baltimore, 1956. 303 pages, $12.50. 


The format of the book is excellent, and the illustrations, 
particularly the colored ones, are outstanding. A bibliog- 
raphy of 303 references is appended, the index is good. 

In the introduction, Dr. Woods discusses the nomenclature 
classification and pathogenesis of uveitis. He still divides 
the cases clinically into granulomatous and nongranuloma- 
tous types. 


In the chapter on diagnosis, he stresses the responsibility 
of the ophthalmologist in directing the diagnostic studies. 
Etiologic diagnosis is beautifully outlined but he fails to 
stress that, in most cases, the diagnosis is only a presump- 
tive one. He also fails to point out the value of recognizing 
known uveitis syndromes so that long, expensive uveitis 
survey studies can be dispensed with. 


Treatment is well outlined. 


This is a very valuable book for residents as well as 
practicing ophthalmologists. The subject of uveitis is prob- 
ably oversimplified but since this book is an outgrowth of 
a teaching manual, this is understandably necessary. Cer- 
tainly this is a book that ophthalmologists will find most 
useful in their office library. 
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PRACTICAL NEUROLOGY—Leo M. Davidoff, M.D., 
Professor and Chairman, Department of Surgery of the 
Albert Einstein College of Medicine, and Emanuel H. 
Feiring, M.D., Associate Professor of Surgery (Neurosur- 
gery), Albert Einstein College of Medicine. Landsberger 
Medical Books, Inc., distributed solely by the Blakiston 
Division of the McGraw-Hill Book Co., New York, 1955. 
442 pages, $7.00. 


This book is intended as a handy guide to neurology for 
the general practitioner. It is well written, in a rather 
informal style, with an adequate consideration of the neuro- 
logical examination. The authors have left out anatomical 
and physiological background in order to present the essen- 
tial clinical facts in as small a compass as possible. 

Whether such a book, which can almost be said to fall 
between the usual text and the family “doctor book” popular 
in the last century, fills a useful purpose is hard to say. 
Except for a rather obviously surgical viewpoint, not re- 
markable in view of the authorship, the contents can be 
accepted as presenting the best of modern thought in the 
field. That it will make a competent neurologist of the 
general practitioner is very doubtful; it may, however, serve 
to guide him in regard to proper reference of neurological 
patients. It would seem, however, that he would be better 
advised to invest in one of the standard texts on the subject. 


MENTAL HEALTH PLANNING FOR SOCIAL ACTION 
—George S. Stevenson, M.D., Sc.D., National and Interna- 
tional Consultant, The National Association for Mental 
Health, Inc., The Blakiston Division, McGraw-Hill Book 
Company, New York, 1956. 358 pages, $6.50. 


In 1908 Clifford Beers began the mental health movement. 
This book reviews the accomplishments since then, its 
present status, and goals for the future. 

The mental health field encompasses three sets of objec- 
tives. One is the restoration of health for mentally sick 
persons. A second deals with preventive services for persons 
who might become ill if not protected from conditions con- 
ducive to mental illness. The third objective focuses on the 
upbuilding of mental health in normal persons; this is 
postive mental health. 


Mental handicaps affect some nine million persons enough 
. to require special help. These persons involve their families, 
friends and communities in their illness. They impose a 
larger financial burden on society than any other illness. 
Yet nowhere in our country do we make full use of known 
treatments to reduce this burden. In mental illness the pub- 
lic condones some degree of neglect unlike other illnesses. 

The most serious psychiatric problems today are alcohol- 
ism, mental illness of aging, schizophrenia and psychoneu- 
roses including psychosomatic disorders. 

State hospitals treating 750,000 patients each year cost 
nearly half a billion dollars annually. Yet few are adequately 
staffed or meet minimal standards. Some 52 per cent of the 
hospital patients in the U. S. are in psychiatric facilities. 
Few general hospitals will accept psychiatric patients al- 
though it is known that many can be treated quickly with 
good results and without being medical or nursing problems. 
Gradually hospitals are overcoming their prejudices and 
great changes are expected in this area. 


In the preventive field the emphasis is currently on im- 
proving parental handling of children since the interplay of 
emotions in the family sets the stage for future mental health 
or illness. Environmental or cultural dislocations such as 
frequent changes of family residence or school give rise to 
potential emotional hazards. In addition to the doctor, the 
school, church, opportunities for work and recreation are 
some of the social institutions involved in preventive health 
activities. In particular, public health authorities have begun 
to turn their attention to the epidemiology of mental illness. 
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The positive mental health program seeks to help indi- 
viduals discover their potentialities and how best these may 
be cultivated to the end that they enjoy richer, more satisfy- 
ing lives. The community profits through greater produc- 
tivity and better human relationships. To what extent this 
positive mental health program can prevent mental illness 
is unknown. At present the field of education has manifested 
most interest in this approach. However, many potential!y 
gifted individuals are still lost to society through lack of 
assistance at crucial periods in their lives. 

In this book the author has successfully encompassed 3 
very broad field, one in which he is unquestionably a1 
authority, showing how to make the most of our knowledge 
and facilities for promoting better mental health. He offer; 
no short-cuts or panaceas but attempts to point the directic 
in which we must go to achieve the goals of positive ment:| 
health “not merely to extend human life but to augment i's 
power.” All individuals and groups working in the ment: 
health field, whether physicians, lawyers, judges, welfaie 
agencies, clergy, teachers, police or sociologists, will find 
much of value in this book. 

* * «& 


TEXTBOOK OF GYNECOLOGY—Fifth Edition—Em'! 
Novak, A.B., M.D., D.Sc.(Hon.), F.A.C.S., F.R.C.O.G. 
(Hon.), Assistant Professor Emeritus of Gynecology, The 
Johns Hopkins Medical School; and Edmund R. Novak, 
A.B., M.D., F.A.C.S., Instructor in Gynecology, The Johns 
Hopkins Medical School. The Williams and Wilkins Com- 
pany, Baltimore, 1956. 840 pages, $11.00. 


The publication of a fifth edition, appearing only three 
years after the previous issue, attests to the continued 
popularity of the Textbook of Gynecology by Emil and 
Edmund R. Novak. The new edition is larger by 40 pages 
and 20 added illustrations, but the straightforward style, 
characteristic of all of Emil Novak’s writings has been 
preserved. Whatever advances have been made in the field 
of gynecology within the last few years have been incor- 
porated in the present edition. The two chapters dealing with 
the malignancies of the uterus have been extensively revised 
and the chapter on tuberculosis has been re-written com- 
pletely with the addition of modern drug and antibiotic 
therapy. The list of references appended to each chapter 
has been amended with additional source material. It seems 
hardly necessary to repeat what is well known, namely, that 
the Novak text is a thoroughly practical condensation of 
modern gynecology presented in an easily readable style and 
well illustrated throughout. 

The Williams and Wilkins Company of Baltimore, Mary- 
land, presents the new issue printed in clear large type on 
good paper and attractively bound. 

* 38 * 

DISEASES OF THE SKIN—1ith Edition—Richard L. 
Sutton, Jr., A.M., M.D., F.R.S. (Edin.), Chairman of the 
Department of Dermatology, University of Kansas Medica! 


Center. The C. V. Mosby Company, St. Louis, 1956. 1479 
pages, 1972 illustrations, $29.50. 


This is the 11th edition of one of the finest standard texts 
in the field of dermatology. While previous editions were 
edited by father and son, the present edition is authored 
only by the son, who maintains the high quality of the previ- 
ous texts. 

The text covers 1,479 pages. The illustrations of clinica! 
conditions and pathology are excellent. Each disorder is 
described with reference to the clinical symptoms, etiology, 
pathology, diagnosis, prognosis and treatment. Each of the 
above aspects of every disease handled in a thorough, easily 
readable manner. References are placed directly in the text 
immediately following the material discussed. 

The book is highly recommended as a standard text to 
medical students, general practitioners and dermatologists. 
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